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‘SURGERY FOR GALL-STONES. 


By EB. 8S. R. Hueuss, 
Melbourne. 





In Melbourne, gall-stones occur in about 15% of the 
adult population, an incidence double that found in London 
(Joske et alii, 1954), so that here surgeons have special 
experience in this field of surgery. A personal series of 
patients subjected to operation in the period from 1951 to 
1956 has been analysed in this review, and certain con- 
clusions have been reached. 


MATERIAL. 


In the period from February, 1951, to September, 1956, 
481 patients were treated surgically because of gall-stones 
or suspected gall-stones. Of these, 224 were treated in 
private practice and 207 at the Royal Melbourne Hospital. 


The cases have been classified into the following groups 
(see Table I): (i) one or more attacks of biliary colic, 
without jaundice (194 cases); (ii) recurrent attacks of 
biliary colic, one or more of which has been followed by 
jaundice or the passage of abnormally dark urine (66 


1A ae teeters Gtivered under the 2 of the 
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cases); (iii) obstructive jaundice, caused by or associated 
with gall-stones (26 cases); (iv) acute cholecystitis (84 
cases); (v) cholecysto-duodenal fistula, with or without 
small bowel obstruction (six cases); (vi) gall-stones 
suspected, but none found at operation (10 cases); (vii) 
gall-bladder removed in the course of other abdominal 
operations (12 cases); (viii) carcinoma of the gall-bladder 
(four cases); (ix) spontaneous perforation of the gall- 
bladder (one case); (x) reexploration of the common bile 
duct, because of persistent or recurrent symptoms (28 
cases). 
FINDINGS AND RESULTS. 
The findings and results are summarized in Table I. 


Biliary Colic, No Jaundice. 


Cholecystectomy was performed in each of the 194 cases 
of biliary colic without jaundice. In 19 (9-8%) it was 
thought that the common bile duct might contain a stone, 
and it was explored; in seven of these cases a stone was 
discovered (3-6% of the total, 36-8% of explorations). 
Duodenotomy was performed in one case. 


There was one death: 


A woman, aged sixty-four years, with advanced cardio- 
vascular disease, had numerous stones removed from her 
common bile duct, after which she progressed well until the 
thirteenth post-operative day, when she developed a bout 
of paroxysmal tachycardia and died within an hour. 
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TABLE I. 
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One patient had a massive pulmonary embolism on the One death occurred in this group: 
twelfth post-operative day, but recovered; two others had A female patient, aged eighty-two years, had suffered 


minor pulmonary emboli. Two patients developed slight 
swelling of a leg. Chest and wound infection was rare. In 
six cases there was some leakage of bile in the immediate 
post-operative period, even though the common bile duct 
had not been explored. ; 

One patient had an attack of biliary colic with jaundice 
a week after operation, but recovered spontaneously and 
has not had trouble since (four years); a second patient 
suffered a short attack of biliary colic three months after 
operation. 


Biliary Colic, Transient Jaundice. 


Cholecystectomy was performed in the 66 cases of biliary 
colic with transient jaundice. In 17 (25-8%) the common 
bile duct was explored, stones being discovered in 14 
(21-2% of the total, 82-38% of explorations). Duodenotomy 
was performed on three occasions. 

There were no deaths in the group. There was one 
episode of minor pulmonary embolism and one of post- 
operative swelling of the leg. Temporary biliary drainage 
occurred in one case. 

There were four instances of recurrent post-operative 
biliary colic; one patient required operation to remove a 
stone from the common bile duct, but the remaining three 
patients recovered spontaneously. . 


Obstructive Jaundice. 


In each case of obstructive jaundice the patient was 
admitted to hospital with jaundice, and was jaundiced at 
the time of operation. The duct was explored in each case 
and stones were removed in 23 cases. In the remaining 


three cases, stones were present in the gall-bladder, but 
none were found in the common bile duct, and it was 
thought that the jaundice must have been caused by 
pancreatitis, which was present in each case. Duodenotomy 
was performed in seven instances. 


from attacks of biliary colic and jaundice for years. These 
became more frequent and lasted longer, but she declined 
surgical treatment until she became deeply jaundiced. At 
operation a large stone was removed from the lower end 
of the common bile duct. Her initial convalescence was most 
satisfactory, but she collapsed suddenly on the seventh post- 
operative day and died shortly afterwards; there was no 
autopsy. 

Severe wound infection occurred in one case. Two 
patients showed mild peripheral circulatory failure about 
seven days after operation, and it appeared to be caused 
by the cumulative daily loss of bile; in both cases it 
responded to the intravenous administration of a litre of 
normal saline. 

A fairly large stone was overlooked in the lower end of 
the common bile duct of one patient, and in another 
occasional attacks of biliary colic have occurred: So far 
neither patient has been subjected to further operation. 
One patient required repair of a large incisional hernia. 


Acute Cholecystitis. 


In 84 cases operation was necessary because of acute 
cholecystitis. Stones were present in 81 instances. In the 
three in which stones were not discovered, it is possible 
that a smaH stone was impacted in the lower end of the 
cystic duct. The common bile duct was explored on five 
occasions (6%) and stones were found in two cases (2-4% 
of the total, 40% of the explorations). 


The following three procedures were employed in these 
cases. 


Drainage of Abscess. 

In four cases an abscess cavity was situated under the 
liver, and it was drained without any attempt to find the 
gall-bladder. In one of these cases the gall-bladder lay 
separated as a slough in the abscess cavity, and was 
removed. In another, the gall-bladder was removed at a 
second operation. : 
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There was one death in this group: 
The patient was a female, aged eighty years, and was 
admitted to hospital in a moribund condition. Operation was 


performed under local anzsthesia as a desperate measure. 
Her condition failed to improve, and she died twenty-four 


hours later. 
Cholecystostomy. 

Cholecystostomy was performed in eight cases because of 
inadequate operating facilities (four cases), because of 
poor general condition (two cases), and because of dense 
local adhesion (two cases). There were no deaths. 
Cholecystectomy was necessary subsequently in three cases. 


Cholecystectomy. 


Cholecystectomy was performed in 72 cases. In 41 it was 
performed as soon as the patient’s condition had been 
restored to a satisfactory state; in most instances opera- 
tion was performed within a few hours of the patient’s 
being first examined, and within four days of the onset of 
the attack. There were no deaths in this group. One 
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Fieure I. 


Normal gall-bladder removed because symptoms were 
thought to be caused by gall-bladder disease. 


patient suffered from post-operative shock and another 
from acute gastric dilatation. There were one severe but 
non-fatal lung infection and one minor pulmonary 
embolism. Severe wound infection delayed convalescence 
in two cases. In 31 cases the cholecystectomy was delayed 
for two to fourteen weeks to allow the symptoms and signs 
of inflammation to subside. There were two deaths in this 
group: 

One patient, a female, aged seventy-two years, had been 
operated on without undue difficulty, but on the third post- 
operative day severe pulmonary infection supervened and 
death occurred on the seventh day. 

The other patient, a female, aged fifty-eight years, died on 
the twelfth post-operative day after an uneventful con- 
valescence; she had returned home, and died of what was 
probably a pulmonary embolism. - 

There were one instance of severe pulmonary infection, 
two of deep calf vein thrombosis, and one of wound infec- 
tion which delayed convalescence. 


Two patients complained of biliary colic within six 
months of the operation. Both patients appeared to recover 
spontaneously after two or three attacks in short succes- 
sion. In both, the colic was accompanied by the passage 
of dark urine. 


Cholecysto-Duodenal Fistula, with or without 
Small Bowel Obstruction. 


In five of the six cases in the fifth group, gall-stones 
caused small bowel obstruction, and on two occasions two 
large stones were present in the small bowel. In none of 
these cases was the gall-bladder removed. In the sixth 
case, the stone in the ileum entered the caecum without 
clinical small bowel obstruction. Pain persisted under the 
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Fieurs II. 
Cholesterolosis: no stones. 


right costal margin and cholecystectomy was performed. 
The patient’s immediate convalescence was satisfactory, 
but she developed a lung infection and died on the eighth 
post-operative day. 


Gall-Stones Suspected; None Found at Operation. 


In all ten cases in the sixth group the gall-bladder was 
removed. In six cases there was a pronounced degree of 
cholesterolosis, but in the remaining four cases the gall- 
bladder appeared normal. In four of the patients with 
cholesterolosis, the symptoms were typical of biliary colic, 
but in the other two with cholesterolosis and in the four 
with a normal gall-bladder, a review of the history after 
operation indicated that the symptoms were not typical of 
gall-stones. 

There were no deaths in the group. One patient developed 
an incisional hernia which required repair. The four 
patients with cholesterolosis who had suffered typical 
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biliary colic were relieved by the operation, but in the 
remaining cases symptoms recurred. 


Gall-bladder Removed in the Course of Other 


Operations on the Abdomen. 


In five of the 12 cases in the seventh group, cholecystec 
tomy was performed in the course of gastrectomy because 
gall-stones were discovered and the gall-bladder was 
accessible. In three cases cholecystectomy was carried out 
at the conclusion of an abdominal repair of _a 
diaphragmatic hernia. In one ¢ase, a stone was removed 
from the right kidney, after which the gall-bladder, con- 
taining a single large stone, was removed through the same 
incision. In one case the gall-bladder was removed at the 
conclusion of a right hemicolectomy for carcinoma of the 
hepatic flexure, and in another a segment of small bowel 


c 














Figure IIl. 


Two stones in a normal gall-bladder. X-ray examination 
showed normai gall-bladder function. 


was removed at the same time for primary carcinoma. In 
the last case, that of a woman, aged eighty-five years, with 
obstructive jaundice, daughter cysts from a hydatid cyst 
in the right lobe of the liver were extracted from the 
common bile duct; in order to evacuate the cyst in the 
liver, it was necessary to remove the gall-bladder. There 
were no deaths in this group, and in no case could com- 
plications be ascribed to the cholecystectomy. 


Carcinoma of the Gall-bladder. 


In all four cases of carcinoma of the gall-bladder, stones 
were present in the gall-bladder. In one case symptoms 
extended back for several years. The tumour was not 
resectable in any of these cases because of secondary 
deposits in the liver. The longest period of survival has 
been six and a half months after laparotomy. 


Spontaneous Perforation of the Gall-bladder. 


There was one case of spontaneous perforation of the 
gall-bladder. 


A male patient was admitted to hospital with the clinical 
features of peritonitis due to a perforated peptic ulcer. At 
operation a perforation of the gall-bladder was found. 
Cholecystectomy was performed, but pathological examina- 
tion failed to provide an explanation. The bile in the 
peritoneal cavity was removed, and the abdomen was closed 
with drainage. Convalescence was uneventful. 


Reexploration of the Common Bile Duct. 


The common bile duct was_reexplored in 28 cases because 
symptoms suggested the presence of stones in the common 
bile duct or the possibility of some other abnormality which 
could be corrected. At operation, stones were removed 
from the common bile duct in eight cases, and were located 
in the cystic duct stump in two further cases. In five cases 
there was pancreatitis, but no stones. In two instances a 
stricture was caused by the presence of a rubber tube 
inserted in the common bile duct for drainage after explora- 
tion. In one case cholangitis for which no obstructive cause 
could be found was present; in another case jaundice 

















Figure IV. 


Multiple stones in a normal gall-bladder. X-ray 
examination showed normal gall-bladder function. 


proved to be due to hepatitis. In 10 cases no abnormality 
was discovered. Duodenotomy was performed in five of 


‘these cases. 


There were no deaths, and. complications were negligible. 
One patient who had a pigment stone removed from the 
common bile duct had a severe attack of biliary colic three 
months after operation, but has remained well since (one 
year). 

Another patient was found to have pancreatitis, and 
duodenotomy and sphincterotomy were performed; two years 
later she had another attack of pain and jaundice, and at 
the third operation several large stones were removed from 
the common bile duct. 

A third patient had had a cholecystectomy twenty years 
previously; after an attack of biliary colic and jaundice, a 
stone was removed from the common bile duct. Her con- 
valescence was uneventful, but she was readmitted to hos- 
pital nine months later, comatose and jaundiced. She died 
within a few hours, and autopsy revealed a stone impacted 
in the lower end of the common bile duct. 


Discussion. 


Gall-stones were present in 97% of the cases (exclusive 
of those patients submitted to exploration of the common 
bile duct for the second time). This is the same incidence 
as that found in all clinics at the Royal Melbourne Hos- 
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pital in a five-year period from 1947 to 1951. This com- 
parative rarity of non-calculous disease of the gall-bladder 
has been noted by writers from other centres (Figures I 
and II). The overwhelming frequency with which gall- 
stones are found is a clear indication that the surgeon 
should be very wary about accepfing non-calculous con- 
ditions of the gall-bladder as a cause of symptoms. 


Stones appeared to form in gall-bladders which retained 
normal function (Figures III and IV). In a series of 100 
radiological examinations, 67 revealed a functioning gall- 
bladder containing stones, whilst in 33 the gall-bladder 
failed to fill with dye (or concentrate it). In these latter 


Fictrp V. 


Acute obstructive cholecystitis. Patchy necrosis of 
the walls of the gall-bladder. Removed on the second 
day after the onset. 


cases, usually a stone was found obstructing the cystic 
duct. When stones were found in a gall-bladder with 
normal radiological function, the gall-bladder appeared 
within normal limits, both macroscopically and micro- 
scopically. Serial X-ray films were available in a small 
number of cases in this series, but there was no evidence 
= cog that gall-stones increase in size once they have 
‘ormed. 


The incidence of carcinoma in this series was less than 
1%. In each of the four cases stones were present in the 
gall-bladder, and in each the tumour was too advanced 
to permit removal. Without doubt, primary carcinoma of 
the gall-bladder is related to the presence of stones in the 
gall-bladder (Fleming, 1953). Fleming observed also that 
the association of stones and tumour became progressively 
less significant in the more distally situated tumours; 
there were no stones in three cases in which pancreatico- 
duodenectomy was performed by the writer for carcinoma 
of the lowef end of the bile duct and related pancreas. 


The symptoms produced by gall-stones are so charac- 
terestic that, with few exceptions, a diagnosis of gall-stones 
can be made after all the details of the patient’s history 
have been learnt. The pain of biliary colic commences 
practically always in the epigastrium or under the right 
costal margin and moves around or through to the back. 
Sudden in onset, often it awakens the patient at night. It 
is severe and makes the patient restless. It lasts a few 
hours, often easing after an injection. It leaves a soreness 
under the right costal margin, and may or may not be 


associated with transient jaundice or the passage of dark 
urine, Vomiting occurs sometimes, but is self-induced. 
Variations from the typical pain may mean that complica- 
tions have supervened, or that the pain is not caused by 
gall-stones. 

Oral cholecystography has proved a remarkably accurate 
investigation. When the surgeon recommends operation 
despite normal X-ray findings, he must expect to find a 
normal gall-bladder. In a small number of cases intra- 
venous cholangiography has permitted pre-operative 
visualization of stones in the common bile duct; but inter- 


Figure VI. 


Obstructive cholecystitis. Removal on the fourteenth 
day after the onset. 


pretation of the films may prove difficult, and as a result 


the procedure has limited value. A faint shadow in the 
gall-bladder, incomplete contraction after a fatty meal and 
a large or low-lying gall-bladder are not significant radio- 
logical findings, and should not be taken as evidence of 
gall-bladder disease. As was pointed out above, non- 
calculous conditions which should produce such radio- 
logical disturbances are rare and, furthermore, are not 
likely to lead to calculus formation. The chief error in 
diagnosis arises from careless correlation of symptoms and 
radiological findings; even if gall-stones are discovered 
radiologically, atypical symptoms should make the surgeon 
cautious, and he should take care to exclude other possible 
causes. 

The techniques by which cholecystectomy is performed 
are fairly uniform. Surgeons who have had experience with 
“open ether” anesthesia cannot fail to be impressed by the 
relaxation and immobility of the operating field provided 
by the modern anesthetics. Such anesthesia dispenses 
with the need for self-retaining retractors and enables the 
surgeon to operate with a gentleness not otherwise pos- 
sible. Gentle, accurate technique is followed by smooth 
convalescence. In this series, a Kocher oblique subcostal 
incision was used as a routine. The cystic duct and 
vessels were isolated and tied in continuity. Clamps were 
not used (Figure X). The gall-bladder was peeled out of 
the liver bed, which was feperitonealized with a continuous 
suture. A drain tube in Morison’s pouch did not disturb 
the patient unduly and was inserted because occasionally 
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there was an inexplicable biliary drainage for about two 
or three days after the operation. An accessory duct is 
the most likely cause for this, and Graham McKenzie 
published an excellent photograph of such a duct in a 
recent paper (McKenzie, 1955). 


If the X-ray film shows a non-functioning gall-bladder, 
as a rule a stone is found obstructing the cystic duct, and 
at operation the gall-bladder shows evidence of subsiding 
acute inflammation, with thickened walls, shortened 
mesentery and loss of mobility; often the removal of such 
a gall-bladder is difficult (Figures VII and VIII). On the 
other hand, if there is radiological evidence. of function, 
indicating a thin-walled gall-bladder possessing mobility, 
and provided that the operation is performed under 





Figure VII. 


Obstructive cholecystitis. X-ray examination showed 
a non-filling gall-bladder. Removed four weeks after 
onset. Hole in walls caused by the difficult removal. 


modern anesthesia with good operating theatre facilities, 
cholecystectomy is an easy procedure; if complications 
occur in such circumstances, the surgeon should review his 
technique. : 


Stones in the gall-bladder may pass through the cystic 
duct into the common bile duct, where their recognition 
and their removal are difficult (Figure IX). Undoubtedly, 
stones may pass through the sphincter of Oddi into’ the 
duodenum. If the stones remain in the bile ducts, they 
can be palpated provided that the stones are in the extra- 
hepatic portions of the biliary tract and that the surgeon 
is aware of the anatomy of the common bile duct in 
relation to the head of the pancreas, and provided also 
that the surgeon has the advantage of modern anzsthesia. 
Palpation of the ducts can be conducted more effectively 
if the surgeon divides the reflection of the peritoneum on 
the outer side of the second part of the duodenum and 
lifts the duodenum and head of the pancreas off the 
posterior abdominal wall; he then moves to the left side of 
the operating table and with © fingers in the foramen 
of Winslow and behind the duodenum and pancreas he can 
palpate the duct with the support of the thumb. 


Direct radiological visualization of the common bile duct 
after injection of radio-opaque medium into the duct at 
Operation proved disappointing in a recent trial. After 
analysing a personal series of 100 cholangiograms, the 
writer decided reluctantly to discontinue the procedure 
because of uncertairity in interpretation (Hughes and 
Kernutt, 1954; Hughes, 1955). 

Indirect evidence of the presence of stones in the common 
bile duct has proved even more unreliable. A wide cystic 
duct; a dilated common bile duct, thickened common bile 
duct walls, an indurated pancreatic head, and turbid bile 
in the ducts suggest the presence of stones, but frequently 
exploration gives negative results. 





Figure VIII. : 


X-ray examination -showed non-filling 


Cholecystitis. 
gall-bladder. Difficult removal. 


It is most important to realize that opening and exploring 
the common bile duct with forceps, scoops and other 
instruments does not guarantee that all stones present will 
be discovered and removed. - Even when stones are known 
to be present in the common bile duct, it is difficult to be 
sure that all have been removed. Exploring the duct does 
not appear to increase the mortality; but even if the duct 
‘was explored as a routine procedure in every case, it is 
doubtful whether the incidence of discovery of stones in 
the duct would materially rise. If full advantage is taken 
of modern anesthesia, and if the duodenum and pancreas 
are mobilized to allow precise exploration of the lower half 
of the common bile duct, the common bile duct need not be 
explored unless stones are palpated. 


If the lower end of the duct is difficult to feel, the 
duodenum should be opened and the duodenal papilla 
inspected directly. In this series, duodenotomy was per- 
formed on 17 occasions without complication. On three 
occasions stones impacted at the lower end of the common 
bile duct were removed in this way without the common 
bile duct being opened above the duodenum. It is 
doubtful whether there'is any virtue in over-dilatation of 


‘the sphincter of Oddi, and, on one occasion, after 


sphincterotomy stones reformed in the common bile duct. 
Because of the uncertainty of removing stones in the 
lowermost part of the common bile duct, it is best to drain 
the common bile duct by a fine tube unless a duodenotomy 
has been performed. McKenzie (1955) notes two instances 
in which extravasation of bile into the peritoneal cavity 
occurred after exploration and primary closure of the 
common bile duct because of failure of a tube in Morison’s 
pouch to drain. Furthermore, he calls attention to the 
danger of using a rubber glove to collect bile from the bile 
duct drainage tube; the tape used to constrict the neck of 
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the glove may occlude the tube, whilst the weight of the 
glove may dislodge the tube from the common bile duct. 
If this should happen in the first forty-eight hours, 
McKenzie advises immediate operation to replace the tube 
in order to avoid extravasation of bile. The complications 
which may follow the insertion of a tube into the common 
bile duct have brought comment from Kenneth Starr 
(1954); the surgeon must exercise -particular care in this 
phase of the operation. A “T’-tube does not seem to have 
any advantage over a fine rubber catheter, and Starr states 





Figure IX. 


moderateiy thick-walled gall-bladder. 
one stone in the common bile duct. 


Gall-stones in a 


that he has encountered irremovable “T’”-tubes on two 
occasions; both tubes required laparotomy and wide 
exposure of the ducts for removal. 


The most important post-operative complication has been 
deep venous thrombosis with or without embolism. It has 
occurred in at least 10 of the cases (2-3%), and was 
responsible for a fatality. This complication has occurred 
despite the fact that each of these patients was out of bed 
by the second or third post-operative day. As a result of 
this experience, it seems doubtful whether such early 
ambulation is as. effective in reducing the incidence of 
venous thrombosis as has been thought. Indeed, elderly 
patients are reluctant to leave warm beds, and it is no 
longer the practice of the writer to insist upon it. 


In at least 10 cases fairly typical biliary colic occurred 
in’ the post-operative period. Not all such cases need 
reintervention, because it is likely that small stones over- 
looked in the duct may pass through spontaneously into 
the duodenum. However, if symptoms persist or continue 
to recur, are severe, or are associated with jaundice, 
reintervention is necessary. 

Reexploration was conducted through a Kocher incision. 
Exposure of the duct was not particularly difficult, pro- 
vided patience was_ exercised and the tissues were handled 
gently. After exposure of the common bile duct, an 
operative cholangiogram was taken; the value of this 


procedure in the diagnosis of stones in the duct was 
questionable, but there was no doubt that it was helpful in 
outlining the duct system when adhesions were very dense. 
The stump of the cystic dyct was isolated to the junction 
with the common bile duct and removed. The duodenum 
was opened in the later cases, the duodenal papilla 
visualized and a sphincterotomy performed to aid explora- 
tion. 

The most common pathological finding in these cases 
was a stone in the common bile duct. Undoubtedly stones 
may reform in the common bile duct; but if symptoms 
return within a few months of the first operation, which is 
usual (Hughes, 1955), it is probable that they were present 





Figure X. 


Cholecystectomy. A ligature has been placed around the 
cystic vessels; the cystic duct is about to be ligated in 


continuity. No clamps have. been used on_ these 
structures, although artery forceps hold Hartman’s 
pouch. 


and overlooked. The second exploration may prove as 
incomplete as the first, and the patient may return for a 
third operation. Stones were removed from the common 
bile ducts of 36 patients subjected to reexploration at the 
Royal Melbourne Hospital; six required a third operation, 
and a seventh died as a result of a stone in the common 
bile duct (Hughes, 1955). In the writer’s series of eight 
patients from whom stones were extracted from the 
common bile duct at reexploration, biliary colic recurred in 
two. It is hard to believe that a stone in the cystic duct 
stump could cause symptoms; however, on two occasions 
the removal of such a stump relieved symptoms (Figures 
XI and XII). The passage of a stone through the sphincter 
of Oddi may be responsible for inflammatory cdema of the 
head of the pancreas (Hughes and Kernutt, 1954), so that 
in some cases classified as pancreatitis there may have been 
stones in the common bile duct. One of the patients who 
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had pancreatitis without stones had a duodenotomy and 
sphincterotomy, but two years later required a third opera- 
tion to remove several stones from the common bile duct. 
Stricture has proved rare, and in the only two cases in this 
series it was related to the tube which had been used for 
drainage of the common bile duct. Starr (1954) has called 
attention to this type of stenosis. 


In 10 cases no cause was found.. None of these patients 
had a convincing history, when reviewed later, and none 
had noticed jaundice in association with the attacks. It 
has been demonstrated amply that even in the very best 
hands stones may remain behind in the common bile duct 
after operation, and this is the most common cause of 
recurrent symptoms. A number of these patients appear 
to recover spontaneously, and therefore intervention should 
be delayed; but if it becomes necessary every precaution 
must be taken to locate the stones, because the incidence 
of symptoms persisting after the second operation is at 
least 20%. 





Ficurp XI. 


Stone in the stump of the cystic duct. Removed 
at operation. 


Obstructive Jaundice. 


Obstructive jaundice due to gall-stones is found most 
often in elderly patients; but despite this, operation is 
well tolerated. This is not surprising, perhaps, when it 
is remembered that even deeply jaundiced patients will 
withstand a one-stage pancreatico-duodenectomy for car- 
cinoma of the head of the pancreas or ampulla of Vater. 
Once the diagnosis of obstructive jaundice has been made, 
operation should proceed as soon as possible, even if it 
means conducting the procedure as an emergency. 


At operation the gall-bladder should be ignored until the 
common bile duct has been opened and the stones have 
been removed; if the patient remains in satisfactory con- 
dition, it is best to excise the gall-bladder or, alternatively, 
remove the stones from the gall-bladder. If there is any 
evidence of cholangitis, penicillin and streptomycin are 
given in the post-operative period. 


Acute Cholecystitis. 

The maximum age incidence of acute cholecystitis is in 
a decade higher than that found in biliary colic. However, 
many of these patients are in good condition, and in such 
circumstances, early cholecystectomy is the procedure of 
choice; the best results in this series followed operation 
performed within a few hours of the patient’s admission 
to hospital. Howard Eddey (1950), after an exhaustive 
study of 105 cases at the Royal Melbourne Hospital, con- 
cluded that “no useful purpose is served by delaying 
operation after the fourth day from the onset”. When the 
inflammation was allowed to subside before operation, the 
results were less satisfactory; the gall-bladder decreases 
in size and the patient feels better, but at operation the 


surgeon finds a relatively rigid gall-bladder, with short, 
thickened mesentery, and removal is hazardous (Figures 
V, VI, VII and VIII). 

Cholecystostomy was reserved for patients in poor con- 
dition or with very advanced inflammation of the tissues 
around the gall-bladder, or was employed because of 
unsatisfactory operating conditions. That it is an effective 
operation is shown by the smooth convalescence of each 





Ficure XII. — 


Dumb-bell shaped gall- 
bladder. This type of gall- 
bladder may not be recog- 
nized, and the _ proximal 
locule may not be removed. 


of the eight patients on whom it was performed. If at 
operation there was an abscess cavity under the liver and 
obviously involving the gall-bladder, operation was limited 
to simple drainage of the abscess. In acute cholecystitis 
the surgeon should never embark upon operation deter- 
mined to perform a cholecystectomy, because in a number 
of instances a cholecystostomy or even simple drainage of 
an abscess is the procedure of choice. 


Gall-stone tleus. 

Intestinal obstruction due to a gall-stone is rarely diag- 
nosed before operation. If a gall-stone is found in the 
small intestine, a second should always be sought very 
carefully (Janes, 1953; Stanistreet, 1953). 

The gall-bladder is thick-walled and densely adherent to 
the adjacent viscera. Cholecystectomy in one case in this 
series was very difficult, and the patient died from a lung 


infection on the seventh post-operative day. If after the 
stone has been removed from the intestine the patient 
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remains symptom-free, the safest course is to leave the 
gall-bladder, but if symptoms disturb the patient, a 
cholecystectomy should be performed. 


Non-calculous Conditions of the Gall-bladder. 


- Although acute cholecystitis occurs apparently in the 
absence of gall-stones, it is rare. If the gall-bladder appears 
normal and is without stones, it is not uncommon for the 
pathologist to report that the gall-bladder shows evidence 
of chronic inflammation. Nevertheless, it is unlikely that 
this could produce anything but the mildest symptoms. 
Cholesterolosis causes symptoms when a pedunculated 
cholesterol deposit breaks off; at least, this seems to have 
been the case in four patients in this series, because each 
was relieved by cholecystectomy. 


Cholecystectomy in the Course of Other 
Abdomina! Operations. 


If the gall-bladder is fod to contain stones and is 
accessible, it can be removed at the end of the elective 
operation. If gall-stones can be felt in the gall-bladder 
(sometimes even in the common bile duct) and the area is 
not within reach, the abdomen is closed. The presence of 
stones is recorded, but formal operation is not advised 
unless symptoms are produced. 


- 


SUMMARY. 


1. A series of 431 patients treated surgically for gall- 
stones or suspected gall-stones has been analysed. 


2. In 194 cases the patient suffered from one or more 
attacks of biliary colic, without jaundice. Stones were 
discovered in the common bile duct in seven (3-6%). 

8. In 66 cases the biliary colic was accompanied by 
transient jaundice. Stones were found in the common duct 
in 14 (21-2%). 

4. There was one death in the 260 cases comprising these 
first two groups. Deep calf vein thrombosis and pulmonary 
embolism were complications in seven cases, The end 
results were good, but recurrent symptoms developed in 
six, 

5. Obstructive jaundice due or probably due to gall- 
stones accounted for 26 cases. Stones were found in 23; 
there was one death. Stones were overlooked in one, and 
probably in another. 

6. Acute cholecystitis was found in 84 cases. In four, an 
abscess under the liver involving the gall-bladder was 
drained; in eight, a cholecystostomy was selected as the 
best operation; in 72, a cholecystectomy was performed. In 
those cases in which the gall-bladder was removed early, 
the results were better than in those in which the inflamma- 
tion was allowed to subside. 

7. Cholecysto-duodenal fistula was encountered in six 
instances. Stones were present in the small bowel in five, 
and on two occasions two stones were present in the bowel. 


8. On 10 occasions a gall-stone was suspected and a 
cholecystectomy was performed without stones being dis- 
covered. The best résults in such circumstances followed 
cholecystectomy for cholesterolosis. 


9. On 12 oceasions the gall-bladder was removed in the 
course of other abdominal operations. 


10. There were four cases of carcinoma of the gall- 
bladder, each of which was associated with gall-stones. 


11. There was one case of spontaneous perforation of the 
gall-bladder. 


12. Reexploration of the common. bile duct was carried 
out in 28 cases, with the discovery of stones in the common 
bile duct in eight and in the cystic-duct in two; stonés 
were perhaps responsible for one or more of five cases of 
pancreatitis. In two cases there was a stricture caused by 
a drainage tube, in one case cholangitis, and in another, 
hepatitis. In 10 cases no cause was found. 


13. This analysis has led. to certain conclusions. Non- 


calculous conditions of the gall-bladder are uncommon. 
Stones form in gall-bladders which are otherwise normal. 









Carcinoma of the gall-bladder is related to gall-stones. The 
chief error in diagnosis arises from the faulty correlation 
of symptoms and radiological findings. Gentle technique 
is aided by modern anesthesia. The most important 
indication for exploration of the common bile duct is the 
presence of a palpable stone in the duct. It is best to drain 
the common duct after exploration. Early ambulation has 
been disappointing in reducing the incidence of post- 
operative thrombosis. Reexploration of the common bile 
duct is unsuccessful in securing permanent relief in at 
least 20% of cases. Once obstructive jaundice has been 
diagnosed, operation should not be delayed. The best 
results in acute cholecystitis have followed early operation. 
Whilst cholecystectomy is usually possible, cholecystostomy 
and simple drainage of an abscess are admirable pro- 
cedures. If gall-stone ileus is encountered, the surgeon 
should seek a second stone in the small bowel. 
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Ir has been said that when a community commences the 
study of congenital malformations it is shown that its 
other major health problems are well on the way to being 
solved. This truism stresses the fact that deformity present 
at birth has, till recently, been regarded as an inevitable 
hazard of reproduction, and therefore as a permanent 
source of morbidity. This permanence is in great contrast 
to the ever-changing position in many other fields of human 
disease, especially that of infections, in which medical 
progress has achieved such striking reductions in both 
mortality and morbidity. Whilst remedial surgery is 
mitigating. more and more the effects of congenital dis- 
orders, less work has been done in the field of the record- 
ing, the investigation and the prevention of these disorders; 
it is this field that I propose to explore in this present, 
and other, papers. 

The inevitability of congenital defects, then, is a tradi- 
tional concept, common to both the medical profession and 
the laity. It is imstinctive for the parturient woman, 
immediately after childbirth, to inquire “Is the baby all 
right?”; and it is obvious to those who have attended 
more than a few confinements that she has in mind more 
than birth injury. Most women have heard of deformed 
babies, especially over the last ten years or so, when the 
relation of German measles in. the mother to congenital 
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defects in the child has been so widely publicized. It is 
likely that many mothers face parturition with a small 
secret dread of deformity in their babies; how magnified 
must that dread be when a mother has had the misfortune 
to contract rubella in early pregnancy! However, it is my 
belief that this fear has been excessively magnified by 
some exaggerated conclusions of some of the first workers 
in this field, who announced that congenital malformation 
was practically inevitable after an attack of rubella in 
early pregnancy. It is proposed in this article to review 
this early work, to discuss the types of malformation con- 
cerned, and to criticize the high risk figures which have 
been proposed. 
Historical Survey. 

The brilliant discovery of the well-known association 
between maternal rubella and congenital malformations 
Was announced in Australia by Gregg (1941) and amplified 
in several investigations by Swan and his colleagues (1943, 
1944, 1946a, 1946). Gregg, working in New South Wales, 
first described congenital cataract resulting from maternal 
rubella during the severe epidemics prevalent at the time, 
and Swan and his co-workers, in South Australia, eventu- 
ally collected 111 cases of congenital malformation asso- 
— maternal rubella. These cases are summarized 
n Table 


Of these 111 cases, 80 were associated with a history of 
rubella in the first three months of pregnancy, and seven 
in the fourth month. 

Similar observations were made in 130 more cases 
collected in New South Wales by a committee appointed 
by the Director-General of Health (Gregg et alii, 1945). 
(See Table IV.) 

In Queensland the subject was not investigated till 1948, 
when Patrick (1948), by means of questionnaires, endea- 
voured to trace-children who had been born in 1941. His 


figures are as follows: 


Number of children born 1941 (Registrar-General) 21, 44 
Number of questionnaires sent 9674 
(city 5259, country “4416) 
Number of answers received .. 7822 
(city 4056, ‘country 3766) 
Number of cases with history of rubella during 
OPORTO = G2 85s) Sa ra en ee ee ee 
(city 184, country 128) 
Number of children examined (in metropolitan 
SN Satie ne RG Tl SR I a a | 
Number of children described by parents (country) 128 
Number of abnormal children found .. 87 
(city 61, country 36) 
Number of normal children found 170 
(city 78, country 92) 

These figures have been quoted at length for reasons 
that will be apparent later. The diagnosis of rubella was 
based on the mother’s ‘statements, and after a lapse of 
six years Patrick found it impossible to assess at what 
stage of pregnancy the rubella occurred. 

Smaller series were also observed overseas in. America 
and Europe, which all confirmed these observations that 
‘German measles in early pregnancy may result in mal- 
formations in the fetus. 


The Syndrome. 


A syndrome has thus been described of cataract, deaf- 
ness, congenital heart disease (usually of the non-cyanotic 
types such as patent ductus arteriosus and ventricular 
septal defect), and microcephaly—the latter usually asso- 
ciated with mental deficiency. Feeding problems and 
growth defects are common, and some dental defects have 
also been reported. The special appearance of these chil- 
dren has thus been described by Dods (1951): 


After 3 or 4 years, many of them present a charac- 
teristic appearance which may .enable the experienced 
observer to suspect their condition before questioning 

' the child, whose face is unduly mature and whose 

expression might be classified as “elfin’’. 

Of great biological interest is the observation that the 
vast majority of cases of maternal rubella in which the 
fetus has been harmed have occurred during the first 
sixteen weeks of pregnancy. This is the very period of 
embryonic life during which occurs that marvellous trans- 


formation of a fertilized egg into a highly complex human 
body. At the end of this “organogenetic period” practically 
every organ, system and limb is defined, and the remainder 
of pregnancy is concerned almost entirely with growth 
alone. On theoretical grounds one would foresee that such 
“insults” to the embryo as produce malformation would 
occur at this early stage of pregnancy. The rubella story, 
then, “hangs together” very nicely. Moreover, there is 
found a reasonable correlation, when the systems involved 
are examined, betweem the time incidence of the rubella 
and the type of malformation produced. Thus the heart, 
which commences as a tube at about the third week of 
fetal life and is completed by the eighth week, is affected 
by rubella occurring at about this stage. 


Similarly the eye lens develops from the fourth to the 
seventh week of fetal life, and is affected by rubella 
occurring at this period. With regard to hearing defects, 
the chronological position is not so well defined. From 
the observations of Gregg et alii (see Table IV), it appeared 
that deafness arose from maternal rubella occurring in 
the second and third months. Most of the auditory 
apparatus is developed almost entirely during the second 
month of fetal life, and according to Murray (1949), who 
reviewed 105 cases of rubella deafness, there are two 
critical periods of organogenesis corresponding to two 
peaks in the time incidence of rubella, namely: (a) at six 


‘weeks’ gestation (corresponding to the development of the 


cochlea); (0) at three months’ gestation (corresponding 
to the development of the organ of Corti). These findings 
are all set out pictorially in Figure I. 


TERATOCENIC EFFECTS OF RUBELLA 
DurING PRECNANCY 
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Ficure I. 
Teratogenic effects of rubella during pregnancy. 


There are two unsatisfactory features in these obser- 
vations: (a) they are all based on retrospective data, 
which may not be accurate; (b) the method of calculating 
the gestation period is not always mentioned by the various 
authors. The gestation period, calculated from the first 
day of the last menstrual period, is approximately two 
weeks longer than the fetal age, which commences probably 
somewhere about the time of ovulation. On reading the 
various papers, one is not always sure whether gestation 
period or fetal age is meant, and thus a possible error of 
two weeks arises in the above-mentioned calculations. 
Both of these difficulties will need to be- considered care- 
fully in future studies. 
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Another curious feature is the frequency with which 
patent ductus arteriosus arises as the result of maternal 
rubella in early pregnancy. This is, of course, a normal 
condition in the fetus, and does not disappear till shortly 
after birth in the normal child. Why it should thereafter 
persist in these cases has not been explained. One must 
stress at this stage, too, that maternal rubella is a rare 
cause of patent ductus arteriosus, or of any congenital 
defect, cardiac or otherwise; this is stated, as many doctors 
are under the impression that maternal rubella is a major 
cause of congenital defect. That this is not so may be 
instanced by my own studies at the Royal Women’s 
Hospital, Melbourne, where of 180 cases of congenital 
malformation so far recorded in 1955-1956, not one has 
been associated with a history of maternal rubella. 


The Risk from Maternal Rubella. 


What is the risk of a malformed baby when the mother 
contracts rubella in the first four months of pregnancy? 
This is the vital question, as on this hinges much of our 
advice to the unfortunate mother, and a recommendation 
has been often made to terminate the pregnancy. 


In contrast with overseas figures, estimates of the risk 
made in Australia have always been very high. Thus Swan 
et alii (1948) first suggested that “when a woman contracts 
rubella within the first two months of pregnancy, it would 
appear that the chances of her giving birth to a con- 
genitally defective child are approximately 100%, and in 
the third month approximately 50%”. 


In 1944, Swan and his co-workers made a similar state- 
ment, but in 1946 (Swan et alii, 1946) a more conservative 
opinion was given: 

Until this important step is taken (notification of 
rubella), no true assessment is possible of the actual 
incidence of “positive” (those in which the baby suffered 
from congenital malformations) and of “negative” cases 
(those in which the infant was normal) following rubella 
in the early months of pregnancy. 

However, in 1949 Swan returned to his earlier radical 
view, and in his monumental essay, which reviewed 651 
cases so far reported in the world literature, he made 
the following statement: 

The risk of a mother giving birth to a child with 
congenital anomalies following the contraction of rubella 
in the first 4 months of pregnancy ranges from 832% 
in the first month to 61°:1% in the fourth month, with 
an average of approximately 744%. Whereas in the 
last 5 months of gestation the risk ranges from 11:1% 
to 29°'2% with an average of approximately 22°8%. On 
this basis the claim by Swan and Tostevin (1946) that 
every woman suffering from German measles during the 
first 4 months of pregnancy should be submitted to 
therapeutic abortion appears to be entirely justified. 

In this essay Swan rightly criticizes the value of 
Patrick’s survey as a reliable source of material on which 
to base a risk figure. However, in spite of his own criticism 
he includes Patrick’s 87 cases with all other recorded cases 
to form a grand total of 651 cases on which he based the 
foregoing conclusions. 

The same tendency to state firm conclusions based on 
admittedly infirm grounds is shown by Collins (1953), who 
summated all the Australian cases recorded by Gregg, 
Swan and Patrick. These totalled 383 (actually 385 after 
Swan’s reassessment—Swan et alii, 1946—of his earlier 
cases), in which 274 of the infants were abnormal and 
109 were normal. Collins, while admitting the bias in these 
figures, stated that when rubella was contracted in the 
first four months of pregnancy the risk of malformation 
was very great, the proportion of affected children being 
10% to 80%. 

These high Australian figures.are in pronounced contrast 
to overseas figures, of which the most representative are 
those of Ingalls and Purshottam (1953, United States of 
America) and Lundstrém (1952, Sweden). Ingalls (1953) 
summated all the small series previously reported 
America totalling 72 cases, and found in the first trimester 
a risk of 16-5%, which included 95% stillbirths and 7 % 
malformed children. 


Lundstrém (1952) recorded the effects of a 1951 rubella 
epidemic on the pregnancies of women who contracted, 


or were in contact with, rubella. This information was 
gained by history-taking in all Swedish maternity hospitals, 
at which 94% of pregnant women in Sweden are delivered. 
A total of 1067 cases of rubella in pregnancy was arrived 
at, and a control series of 2452 was chosen at random from 
parturient women in the hospitals who had not contracted 
rubella. The total of malformed babies, stillbirths and 
premature births was found to be approximately 17%, 
as compared with approximately 6% in the control series. 
In another series of 153 women who had previously had 
rubella but who had been in contact with rubella during 
their pregnancy, an increased risk (11%) was found. 
Lundstrém suggested that this finding indicated that the 
virus of rubella might pass through an immune mother 
and affect the fetus. 

In a later paper (Lundstrém, 1953) the same author 
found, in a controlled investigation, an incidence of mal- 
formation, stillbirth and prematurity of 26% in the second 
month (controls, 8%). Immune contacts again seem to 
have a higher risk (12%) than either non-immune con- 
tacts (75%) or controls (6%). 

This figure (26%) is the highest figure found outside 
Australia, but unfortunately includes premature births. 
Krugman and Ward (1954) report the results found in 
New York of a prospective survey carried out from 1949 
to 1952 by Tartakov and Greenberg, and the outcome of, 
83 pregnancies in which rubella was contracted in the first 
trimester. They report nine stillbirths (10-83%) and five 
defective children (6% )—a combined rate of 17%—whilst 


69 children were reported as normal. 


Why is it that Australian authors claim a risk (or 
malformation rate) of over 70% whilst overseas observers 
almost entirely find a rate of less than 25%? Is it due 
entirely to a high virulence of the wartime epidemics of 
rubella? That these epidemics were severe is recorded by 
Gregg and Swan. The latter (Swan et alii, 1943) describes 
a fine, pin-point, slightly raised, generalized rash, lasting 
three or four days, associated with feverishness and other 
symptoms, sometimes with headache, vomiting and arth- 
ritis. Other observers have agreed that the constitutional 
symptoms were severer and that the rash was finer and 
more pronounced than is seen in rubella as we usually 
see it, and as it is usually described. Thus increased viru- 
lence, or mutation of virus strain, may account for the 
foregoing effect; this, however, cannot now be demon- 
strated. Another reason for the difference between the 
Australian and overseas rates, and one that can be demon- 
strated, lies in fallacies in interpreting the Australian 
figures, which I believe are responsible for considerable 
error. It is noteworthy that even with their strenuous 
labours and masses of data, Gregg and Swan-do not record 
the assistance of a statistician. Swan’s estimates of risk 
are indeed severely criticized by two English statisticians 
—Bradford Hill (Hill and Galloway, 1949) and Logan 
(1951)—-who pointed out the fallacies inherent in the 
retrospective mode of inquiries used in Australia. 


Research Methods. 


As this question of retrospective and prospective studies 
is fundamental in examining this problem, it is necessary 
to point out here that as these approaches differ in the 
method of case collection they are liable to produce 
different statistics when bias affects one set of figures. In 
a retrospective survey, when abnormal cases are collected 
and the study works back to a history of the causal event, 
there is a natural bias towards collecting abnormal cases 
and overlooking or not reporting normal cases. This bias 
is indeed admitted in all the Australian papers, but it is 
ignored by Swan and Collins when they come to state their 
conclusions and risk figures. 


In a prospective study the starting point of the inquiry 
is the causal event, and the follow-up collects the data 
subsequent to this. Provided all cases are followed up, 
there can be no bias towards either “positive” or “negative” 
cases, as the result is not known when the cases enter 
the series. 


This phenomenon of bias inherent in the retrospective 
surveys is well illustrated in Swan’s first series (Swan 
et alti, 1943) of 49 cases of maternal rubella. His method 
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of case collection was as follows: Letters and question- 
naires were sent to all doctors in South Australia asking 
them to cooperate in the survey. The method differed 
between metropolitan doctors and country doctors. In 
the former case he was to be notified as soon as rubella 
was diagnosed in a pregnant woman, so that he could visit 
and examine her and follow up the . This portion 
of his survey was therefore prospective. For country 
doctors the questionnaires were to be filled in “when chil- 
dren had been born of mothers who had suffered from 
acute exanthemata during pregnancy”. This part of his 
survey was therefore retrospective. 

However, Swan did not distinguish between the two 
sources of cases, but mixed them together and found 31 
abnormal children and 18 normal children. As all but one 
of the normal children were born of mothers who had 
suffered from rubella later than the third month of preg- 
nancy, he based on this finding his statement of the 
100% risk which has already been quoted. 

However, on dissection of his material into metropolitan 
and country cases, the result shown in Table I is 
obtained. 

TABLE I. 


Metropolitan Coun’ 
Children. (poupeute). (Retrospective). Total. 


Abnormal x rt 14 17 $1 
Normal Pa. Ns as 16 2 18 
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Total 











Malformation rate Ap 46°7% 89°5% 63-3% 














The difference between the two malformation rates for 
the prospective and retrospective sections may be due to 
the following factors: 

1. Sampling variation. The following values should be 
noted. The malformation rate was 46:7% in the metro- 
politan cases and 89°5% in the country cases. The differ- 
ence between these rates is 42:9%, and the standard error 
of the difference is 115%. As the rates differ by more 
than twice (in fact, more than thrice) the standard error, 
the difference between the rates is unlikely to be due to 
a chance variation in sampling. 

2. Difference in virulence of the rubella virus between 
metropolitan and country cases. This is at no time 
suggested by Swan himself and does not appear very likely. 

8. The bias that is natural to retrospective surveys, 
which I believe to be the explanation. 


Other Criticisms. 

Another possible source of error is a certain looseness in 
diagnostic criteria, particularly in regard to cardiac defects. 
It must be remembered, of course, that this early work 
was done before the knowledge of congenital heart lesions 
was stimulated by the advent of cardiac surgery, and at 
a time when the interpretation of heart murmurs was on 
a much less certain foundation than it is today. a 
theless, on examination of the data — Swan has 
faithfully recorded, it is difficult not to be critical of 
ease with which the diagnosis of. congenital heart ‘quate 
is made. For example, in Swan’s first series (Swan et alii 
1943) the following cases are recorded as examples of 
congenital heart disease and they are ae recorded as 
aan: when reexamined in his 1946 review (Swan et alii, 


’ 


Case 5: 1943: “Systolic murmur”, no radiological examina- 
tion. 1946: “As before.” 

Case 10: 1943: “Systolic murmur over pulmonary area in 
certain phases of respiration,” X-ray report: “The heart 
is not obviously enlarged and shows no aefinite abnormality.” 
1946: “As before.” 

Case 15: 1943: “Coarse systolic bruit.” X-ray report: 
“There is a shadow extending from the heart to the root of 
the neck suggesting an enlarged thymus. Otherwise’ the 


heart outline is hana 1946: “As before.” 





Case 23: 1943: “Systolic mumur maximal over pulmonary 
area.” X-ray report: “The heart shadow appears to be 
somewhat enlarged, but it is of doubtful significance at this 
age.” 1946: “As before.” 

It has been known for many years, and shown recently 
by authors such-as Richards (Richards et alt, 1955) that 
systolic murmurs in early infancy are often transient and 
do not of themselves signify heart disease. It is also 
well known that X-ray examination of the heart at this 
age yields inconstant results and is an uncertain method 
of diagnosis. With this in mind, it is difficult to accept 
the foregoing examples as cases of congenital heart disease. 
Again, in other places (Swan et ali, 1946) Swan relies 
entirely on uncertain radiological findings for his diagnosis 
of congenital heart disease—for example: 


Case 80: “No clinical evidence of heart disease.” X-ray 
report: “Slight enlargement of the transverse diameter of 
the heart, with prominence in the left middle. contour, 
probably a congenital abnormality.” 

Case 108: “No clinical evidence of heart disease.” X-ray 
report: “The cardiac shadow is slightly enlarged.” 

Case 118: “No clinical evidence of heart disease.” X-ray 
report: “The heart is not enlarged, but there is deformity 
of the right outline suggesting a congenital defect.” 

The intensely retrospective study of Patrick (1948) 
yielded the results shown in Table II. 








TABLE II. 





Children. Metropolitan. Country. Total. 











Abnormal 36 87 
Normal .. 92 











Total ae 129 128 257 














Patrick’s method has many sources of error (which he 
admits)—namely: (i) The country children were not 
examined. (ii) The diagnosis of rubella was unconfirmed. 
(iii) The gestation period was uncertain. (iv) Many defec- 
tive children may have died during the six years. Other 
possibilities of bias were also present by the very method 
of case collection and Patrick wisely drew no firm con- 
clusions as to risk. 

The least reliable paper on this subject is that by Collins 
(Collins, 1953), referred to earlier, in which he summated 
the Australian figures. While he admits that “information 
regarding negative cases was incomplete”, he nevertheless 
proceeds to combine the various series and arrive at a 
risk figure—all on the basis of “incomplete information”. 
He does not record the assistance of a statistician: 


Swan, in his later papers (Swan et alii, 1944, 1946a, 
19460), appears to have followed a retrospecti 
of case collection almost entirely. Though he states that 
the method of study was as previously outlined, this is 
not confirmed by examination of his data, which refer 
largely to children born one or several years earlier. 
Throughout all his papers and massive labours one can 
see Swan struggling with at least two of the difficulties 
inherent in a retrospective study—namely, (a) uncertainty 
of-the period of pregnancy at which the rubella occurred, 
and (b) uncertainty of the diagnosis of rubella. 


rheumatic fever. Whilst 
by means of retrospective inquiry, 


streptococcal infection by collecting cases 
of rheumatic fever; yet this is what has been done by Swan 
and Collins in their papers. Of course, one would need 
to use the prospective method of collecting large numbers 
of cases of streptococcal infection (which has been done 
in United States army camps) and by follow-up to calculate 













ce es 7 et oe 


t! 
si 


aan 


0) 
a 


oe ay 


of 


cc 
T 








Fesevary 23, 1957: 


THE MEDICAL JOURNAL OF AUSTRALIA 


237 











the number and rate of resulting rheumatic fever. Retro- 
spective methods, too, suffer from the defects of dependence 
on records which are often absent or inadequate, and on 
human memory which is also unreliable; these factors 
often make it impossible to establish the nature and 
accuracy of past events. 


‘ TABLE III. 
Congenital Malformations. 
(Collected by Swan.) 





Number of 
Abnormality. Cases. 














cataract . 
cataract and heart disease . 

pos so heart disease and microcephaly — 

cat, microcephaly = — 
cataract and microcephal, 

cataract, heart disease Sat’ microcephaly 

cataract, heart disease, microcephaly - deat- 
cataract and —— 

cataract 





and heart disease. ‘ 
heart disease and microcephaly 
and microcephaly 


and microcephaly 


id ‘ 
NPODNNOCOK KS Whe Pe DO 


Noe Be tte Sah, hernia, pylorte stenosis, hypo- 


to 
a 





Total 111 








These difficulties, together with the question of bias and 
loading, are avoided in the prospective method of inquiry. 
The desiderata for the ideal inquiry are well stated by 
Logan (1951), and may be summarized as follows: (i) 
Selection of cases should take place before the child is 
born. (ii) The inquiry should include rubella (or other 
infection under investigation) occurring at all stages of 
pregnancy. (iii) The rubella should be recorded during 
the pregnancy, or the case should be eliminated from the 
series. (iv) The rubella should be diagnosed by a doctor. 
(v) The outcome of all pregnancies should be recorded. 
(vi) Ideally, a control series should also be studied. 
(vii) The follow-up investigation of the infants should be 
on a standard pattern, preferably being carried out by 
an examiner “working blind”’—that is, one who does not 
know which child was associated with rubella and which 
is the control. (viii) A sufficient number of cases should 
be obtained. 


Present Study. 

A prospective inquiry being organized by the Department 
of Obstetrics and Gynecology, University of Melbourne, 
fulfils most of these requirements. A register is being 
compiled of doctors willing to cooperate in the survey. 
They have undertaken to notify the department by tele- 


TABLE IV. 





graph or telephone immediately rubella is diagnosed in 
a pregnant woman. This will allow for full clinical details 
of the attack to be recorded, for a second opinion to be 
obtained, and if possible for a visit to the patient to be 
made by a member of the Department. The patient's file 
is then created and continues till the child’s follow-up 
investigation is completed; the survey is thus truly pros- 
pective. 

It is possible that in the future rubella antibody tests 
will have been perfected by Dr. S. G. Anderson, of the 
Walter and Eliza Hall Institute. Such. tests on mother 
and - child would then be used to clarify the problem 
further. 

It will be noted that Lundstrém’s survey fulfilled most 
of Logan’s desiderata, in that the cases entered the series 
before the delivery of the child, and a control series was 
obtained. 

Cases of maternal rubella recorded in the ante-natal 
department of a maternity hospital likewise will form a 
series free from selection bias, except for the slight bias 
relevant to the stratum of the population from which the 
hospital draws its patients. 


Such a small series (20 cases) has been recorded over 
the last eight years at the Royal Women’s Hospital, Mel- 
bourne, and is here reported for the first time (Table V). 
The slight social bias in this case is not important, as 
this hospital draws its patients from the “lower” strata of 
society, which are known to have a slightly raised mal- 
formation rate. Any such slight effect would therefore 
be to increase the incidence of malformations. 


This series suffers from the disadvantage of its small 
size, and from the disadvantage in some cases of a retro- 
spective diagnosis of rubella. The latter, when not con- 
firmed by the referring practitioner or by the consultant 
service at the Infectious Diseases Hospital, Fairfield, was 
considered a reasonable diagnosis by the honorary staff. 
On the other hand, the series has a fairly satisfactory 
follow-up investigation, and is prospective with regard 
to case selection. The patients either attended for routine 
ante-natal care or were referred to the hospital after 
having suffered rubella in early pregnancy, for considera- 
tion of termination. After three pregnancies had been 
terminated early in this period, a policy of non-termination 
was adopted by the senior hospital staff, and this report 
records the outcome of this decision. 


Of these 20 patients whose pregnancies were not ter- 
minated, 16 were at four months’ gestation or under. Two 
of these could not be traced; 10 children were found to be 
normal; one child had a doubtful abnormality and three 
children were definitely abnormal. Of these three abnormal 
children, one (Case 6) was at first thought to be normal, 
but in the follow-up clinics was found to have cataracts 
and microcephaly. Another child (Case 11) was at first 
thought to have a cataract, but subsequently, under the 
care of Dr. Hugh Ryan, was found to have only minor 
corneal opacities with little impairment of vision. She 
also had a patent ductus arteriosus and was recently suc- 
cessfully operated on by Dr. Russell Howard at the Royal 









Findings of Gregg et alii, 1945. 

















Time of Onset of Rubella in Months During Pregnancy.’ 
Congenital Defects. | | | | Total. 

First. | Second. | Third. | Fourth. | Fifth. | Sixth, | Seventh. | Unknown. 

| I | ; 

1 } i 
Deaf. ns 1 30 31 | Mn Aes: oe = — | eo aes 
Deaf-mutism and heart disease 1 8 6 | 2 _ — cee | — | 17 
Heart disease Se ar 1 1 ext 1 je— - —- |; — 5 
Eye disease .. a % pie 1 3 2 | —_ _— _ _ | —_— } 6 
Eye and heart disease ee 3 5 ~ | _ — _— ~ _ 8 
Deaf-mutism, eye and heart disease 6 2 —_ _ =~ — — } -_ 8 
Deaf-mutism and eye disease — 1 — — | _ _ — | — 1 
No apparent defects $3 1 ms 1 | 1 2 — 1 — 6 

| 
Total 14 50 42 | 19 | 2 — 1 | 8 | 136 

| | | 
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TABLE V. 
The Present Series. 
; Fetal : 
Diagnosis of Rubella. Age.? Date of Birth. Result. 
By local doctor. 6 weeks. fS August 23, 1948. Patient fiving in country and not available for examination. Reported by 
parents (1956) to be normal and free of defects of heart, eyes or hearing. 
At Infectious Diseases 13 weeks. October 18, 1948. Discharged from hospital at four days, apparently normal. Not traced. 
Hospital, Fairfield. ‘ 
By local doctor. 4 to 6 weeks. | May 20, 1950. Visited September, 1956. An attractive, oremanel, ——* six- 
year-old girl. No defect found on examination. 
? 4 weeks. ? Not traced. Patient was admitted to hospital for consideration of ter- 
, mination of pregnancy. This was not done, and patient went elsewhere. 
5 Patient’s statement. ‘“* 24 months.” | March 24, 1950. Living in another State and not available for examination. Reported by 
: parents (1956) to ne normal except for - myopia, from which the 
mother also suffers. 
6 By local doctor. 4 weeks. April 26, 1950. a ~ cataract diagnosed at four months; microcephaly diagnosed at 
wo years. 
By resident doctor. Term. May 26, 1950. Rubella diagnosed during labour. Patient not followed-up and not traced. 
8 By local doctor. Term. August 20, 1951. Not en for examination. Parents Bevel (1956) child to be normal 
and free of defects of heart, sight and hearing. 
9 At Infectious . Diseases 8 months. March 2, 1951. — y parents (1956) to be normal. Attended Bova Children’s 
Hospital, Fairfield. mn Ay 71955), and no abnormality reported by physicia 
10 By local doctor. 16 weeks. June 10, 1952. Fraternal twins, living in country and not available for examination. Parents 
(Twins) report them to be normal and free of defects of heart, sight and hearing. 
11 Patient’s statement. 6 weeks. September 27, 1952. (1) Megalocornea with atrophy of the iris; vision reasonable ; (ii) patent 
ductus arteriosus. 
12 At Infectious Diseases 6 months. October 24, 1952. Reported by parents (1956) to be normal and free of defect of heart, vision 
Hospital, Fairfield. or hearing. ( 
18 By local doctor. 12 weeks. October 20, 1952. Visited October, 1956. An attractive child with good speech and health. 
No defect found on examination. 
14 Patient’s statement. 8 weeks. January 23, 1953. Visited September, 1956. An adenoidal child with unhealthy tonsils, 
t aeneng the Royal Children’s Hospital for tonsillectomy. Otherwise 
15 By local doctor. 8 weeks, March 30, 1958. Examined June, 1956. No defects found. Hearing appeared normal. 1 
16 By resident doctor. 12 weeks. April 4, 1953. Visited September, 1956. Child examined and found to have a soft 
systolic cardiac murmur. en at Royal Children’s Hospital, I 
and di osed as having a “‘ a mild grade of pulmonary stenosis ”’. 
Oth found to be normal 
17 By local doctor. 14 weeks. May 17, 1953. Examined May, 1956, found to be normal. Norma laudiogram. ] 
18 By local doctor. 7 weeks. June 23, 1953. Neonatal death. Autopsy showed cardiac defects: abnormal division of 
truncus a: , tricuspid atresia and patent interventricular septum. 1 
19 By local doctor. 12 weeks. June 25, 1953. Visited tes ig — £2 og! child with mild knock knees and 
— Brg to Royal Children’s Hospital—audiogram 
4 Gucd tabiinigease. 1 
20 By local doctor. 14 weeks. July 4, 1953. Followed-up till J » 1955, in out-patient. department. “* Examination 
thee a normal limits Visited Ni orem. 1956 ; examination showed a I 
/ healthy child with ceseenal speech and hearing; general examination 
soveuied no abnormality. 1 
| 











1 Calculated from the time of probable ovulation—namely fourteen days after the first day of the last menstrual period. 


Children’s Hospital. The other child (Case 18) died soon played a part. These comments have been submitted in 


after birth, the post-mortem report recording the presence draft to the Department of Statistics in the University of s 
of a congenital heart defect, with tricuspid atresia, a Melbourne, where on my behalf both this paper and earlier 
patent interventricular septum, and an abnormal division 
of the truncus arteriosus. 7% VI. 
S Findi Rubella Under 16 
The occurrence of 10 normal children in this series of ‘ummary of ng Baloting tgs ye ad Nd 1 


14, born after maternal rubella in the first four months 











of pregnancy, will be a surprise to many people who have 

accepted the gloomy prognosis of Swan and Collins, and Observation. Number. 

would appear me pg the policy of cep famosas oa p 
pregnancy adop y the Royal Women’s Hospital. n . 

the limits of its small numbers, it strongly suggests a _ Normal children se ee me: Pa at “i 

risk figure more in line with overseas observations, and Doubtful fal abeocrmality — ae 1 (Case 16). 

underlines the need for a larger and more adequate survey, oy en . oe : — g » 18) r 





which is now being undertaken. 
1 Of these 18 cases, the + aaaoiaets of = was unconfirmed in 


ii Conclusion and Summary. 0 IB ge En Apa Eg ce ag ha ines ~ a a cgeiagme pmencraan ‘ 
This paper has been written to discuss present anowtotins 
f of the teratogenic effects of rubella in pregnaticy, papers were examined by Dr. Emeric Binet. He has 


emphasize the need for further study of this problem, ‘na ‘ agree 

to criticize the high malformation rates which have been me 9 es — ment ‘with the etiticioms 
stated by earlier Australian authors. I believe that the ™' — 

over-statements of the latter are due to faulty statistical A small prospective series of cases of rubella in preg- 
interpretations, while looseness of diagnosis may also have nancy (20 cases) is here reported. Of 16 cases in which « 
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rubella occurred before the fourth month of pregnancy, 
there were only three abnormal children among the 14 
patients traced. This suggests that the true malformation 
rate is of somewhat the same order as that observed over- 
seas—namely, between 10% and 25%. However, a larger 
series with more exact criteria is needed, and this is at 
present being organized by the Department of Obstetrics 
and Gynecology in the University of Melbourne. 
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Appendix. 


The following pro-forma has been issued, and gives details 
of the present survey. 


FORM A. 
Department of Obstetrics 


and Gynecology, 
University of Melbourne, 
Carlton, N.3., 
Victoria. 


SURVEY OF RUBELLA PREGNANCIES’ 


This Department is conducting a survey of the /outcome 
of pregnancies associated with maternal rubella in Aus- 
tralia, in order to ascertain the incidence of congenital 
malformation occurring associated with maternal rubella, 
in this country, at this time. The survey will be conducted 
over a period of five years, commencing ist January, 1956. 


The need for such a survey is apparent, as the present 
risk to the fetus is unknown. Earlier Australian calcula- 
tions gave a risk in the first trimester of 70-100%. Later 
overseas work, however, suggests a risk of 10-20%. 


AIM: 

1. To assess the role of maternal rubella in causing 
congenital malformations, and to arrive at a risk figure 
for Australia. 

2. To improve the diagnosis of rubella in these cases, 
using clinical, and perhaps later, laboratory methods. 

3. To attempt to identify any sub-types of rubella 
involved, and to correlate such with the teratogenic 
effects. 


METHOD: 


The survey is entirely prospective, 
desiderata suggested by Logan (1951). 


1. A register is compiled of co-operating doctors, obtained 
from various sources, who undertake on first seeing 2 
case, to notify us by telegram or telephone of the 
occurrence, on the. same day. THIS IS THE KEY 
STEP IN THE SURVEY, on which its success 
depends. 


2. Arrangements are then made for a second opinion’, 
a blood film and (when available) a blood specimen 
for antibody tests. If possible, a visit will be made 
by Dr. Pitt for this purpose. A special form will be 
sent to obtain all details of the attack of rubella. 
(Form B) 

3. After the confinement—further report to be obtained 
from the doctor.in charge. (Form C). 


4. Follow-up of the infants by arrangement with various 
Children’s Hospitals. This will follow a set scheme, 
and will include X-rays, eye examination and hearing 
tests. 

. Control series—each case will be matched with a child 
at the Royal Women’s Hospital, Melbourne, chosen 
according to certain criteria. 


——<—S—$$<$<<@_—__—_— 
THE PAINFUL FOOT. 


and fulfils the 


ou 





By J. F. Drew, 
Adelaide. 


Tue foot could well be called the Cinderella of modern 
medicine; when working well it is ignored, and when 
complaining avoided. 


Gross surgical abnormalities and conditions associated 
with generalized body disease—for example, acute rheu- 
matoid arthritis—are sufficiently understood; but little has 
been written concerning the ubiquitous painful foot, of 
doubtful etiology, which frequently hobbles into the 
doctor’s surgery and frequently hobbles forth therefrom 
to search for the nearest chiropodist. 


The object of this paper is to discuss some of these 
chronic foot disabilities and to describe a rational and 
practical approach to treatment. 


ANATOMY OF THE Foor. 


The human foot is a makeshift apparatus evolved from 
the grasping mechanism of arboreal creatures (Lake, 1943; 





2This work is being supported by a financial grant from the 
Royal Children’s Hospital, Melbourne. 

3In Victoria, a free consultant service is available at the 
Infectious Diseases Hospital, Fairfield. 
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Woodward, 1953). It may be considered as a series of 
bones forming an arch in their long axis. 


In this conception the talus is the keystone and the 
calcaneus and heads of the five metatarsals form the two 
bases. The arch is held in position primarily by the bow- 
string ligaments—that is, the long and short plantar liga- 
ments and the calcaneo-navicular or spring ligament— 
assisted by certain short and long muscles of the foot, the 
most important being the anterior and posterior tibials. 


There is a pronounced fixed transverse arch formed by 
the proximal ends of the five metatarsal bones, which 
forms a protective tunnel for structures passing to the 
toes but has little functional significance. 


The so-called transverse arch of the foot formed by the 
heads (distal ends) of the metatarsals is highly mobile 
and on weight-bearing in the normal foot the arch flattens 


completely and each head takes its appropriate share of 


the load (Lake, 1943; Mitchell, 1951). 


It is important to realize that the anatomical function 
of the longitudinal arch differs fundamentally in civilized 
and uncivilized races—that is, in peoples who have become 
accustomed to wearing modern footwear, and in those 
happier classes such as the Australian aborigines and other 
native races whose feet have never felt the constricting 
forces of the modern shoe. 


In the latter group the foot retains its natural mobility, 
and the longitudinal arch may be raised at will by muscular 
action. It is characterized by being almost completely flat 
when weight bearing in the relaxed state, but becomes 
highly arched in action. It is apparent that postural tonus 
does not and cannot preserve what is considered a normal 
arch against the force of gravity in such feet, and the 
raised arch ‘in natural feet is the outcome of contractural 
tone of the long muscles. 


In the former group, however, the normal foot has a 
pronounced longitudinal arch whether weight bearing or 
at rest. This arch can neither be appreciably depressed by 
weight bearing nor raised by muscular action. In other 
words, the arch has become static, and this condition has 
been brought about by the splinting effect of the normal 
shoe (Lake, 1943). The pathology is similar to that of 
immobilized joints in other parts of the body. In the 
foot the bowstring ligaments shorten, joint capsules con- 
tract and adhesions form, resulting in relative rigidity in 
the longitudinal arch: 


This type of foot will be referred to hereafter as the 
“normal civilized” foot and the latter mobile type as the 
“natural” foot. : 


It is interesting to note in passing that the normal 
civilized foot is not a product of evolution but a product 
of the individual. Proof of this is seen in the foot of a 
modern ballet dancer, who has so consistently exercised and 
mobilized her feet since early childhood that the arch 
retains its “natural” characteristics—that is, flat when 
she is standing relaxed and highly arched in action. 


Lake (Lake, 1943) has described a series of experiments 
on subjects with normal civilized feet under both general 
and spinal anesthesia, in which he demonstrated the 
impossibility of materially depressing the fixed arch of the 
foot. The writer has observed the same thing when mani- 
pulating feet under anesthesia. 


Lake went further and showed that in fresh post-mortem 
specimens a force equal to half the body weight could not 
depress the longitudinal arch, either in the intact leg or 
after all the muscles associated with the foot had been 
tenotomized. He then severed the calcaneo-navicular liga- 
ment and obtained a fall in the arch of about half its 
height. When he proceeded to cut the plantar ligaments 
the arch became almost, but not completely, flat. He 
obtained these results in a series of experiments. 


It is important to appreciate this conception of the 
normal civilized foot as an essentially static bony arch 
on which the short muscles have no function, and on which 
pad long ‘muscles are basically stabilizing or balancing in 
action. 


It follows that the complicated individual muscular 
actions described in anatomical text-books are misleading, 
in as much as in action they do not take into account 
either the static nature of the arch or the overriding 
power of gravity which renders the individual muscle 
force insignificant. Further, the muscles associated with 
the foot subserve little if any propulsive action in walking, 
which is largely a function of the dynamic, forces produced 
by the forward momentum of the leg (Lake, 1943). 


This is the principle underlying the action of the arti- 
ficial leg. 

Another anatomical point of importance in the structure 
of the foot is the size and length of the first metatarsal 
(great toe). This is usually about twice as thick as and 
slightly longer than the other four metatarsals. Under the 
head of the first metatarsal are one or two sesamoid bones. 
No such structures are found under the heads of the other 
metatarsals. 

The importance of the first metatarsal becomes apparent 
when one considers the mechanics of walking and certain 
disorders of the forefoot. 


Norma GAIT. 


In correct walking the weight is first taken an the heel, 
transmitted along the lateral border of the sole of the 
foot, and then medially across the line of the metatarsal 
heads, while the brunt of the take-off is borne by the first 
metatarsal head and great toe (Wood Jones, 1943). This 
action is practical only if the feet are kept parallel during 
walking, and any pronounced inward or outward toe 
pointing tends to upset the mechanics of the foot (Krusen, 
1951). . 

Should the second metatarsal be abnormally long, its 
head may lie either in line with or beyond that of the first 
metatarsal, and it will be forced to accept a proportionally 
greater amount of take-off stress. As it is neither protected 
by sesamoid bones or architecturally constructed to take 
such strain, damage usually results to the joint and asso- 
ciated structures (Lake, 1943). 


ComMoN DISABILITIES OF THE Foor. 


It is convenient to divide the foot disabilities under 
review into the following three groups, according to the 
part of the foot from which the pain largely emanates: 
(i) forefoot or metatarso-phalangeal joints; (ii) midfoot 
or tarsal joints; (iii) heel or calcaneus. 

Pain in the forefoot usually has its origin in the meta- 
tarso-phalangeal joints, and may follow trauma, abnormal 
position of the proximal phalanges or arthritis. Trauma 
may be due to skeletal abnormalities in the metatarsal 
bones as described above, usually associated with faulty 
footwear, especially high heels (Craigmile, 1953). Abnormal 
position of the proximal phalanges again may be associated 
with high heels (Dewar, 1950), or may follow in-balance 
between the long and short flexors and extensors of the 
toes—early hammer toe (Woodward, 1953). Arthritis may 
be (a) primary—for example, early rheumatoid—(b) 
secondary—osteoarthritis, usually as a result of trauma or 
abnormal position of the proximal phalanges. 


Pain in the midfoot is frequently associated with some 
relaxation or stretching of the ligaments, capsules, 
adhesions et cetera of the tarsal joints—true painful flat 
foot. 


Pain in the heel usually arises from the calcaneal attach- 
ment of the long plantar ligament, and is often associated 
with spur formation. 


Pathology of Heel Pain with Spur Formation. 


As a result of some extraneous force or undue relaxation 
of the other bowstring ligaments, tension develops in the 
long plantar ligament. This ligament is a strong, fan- 
shaped structure with broad distal attachments to the 
proximal ends of the five metatarsals. The attachment 
to the calcaneous, however, is largely localized to a point 
just medial and anterior to the centre of its plantar surface. 
When tension develops this point is the most vulnerable, 
and distraction may occur, leading to localized periostitis 
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—the common painful heel (Wilson, 1954). Such periostitis 
may be followed by calcification and new bone formation 
—the calcaneal spur (Figure I; Lake, 1943; Rose, 1955). 
In advanced cases the periostitis may spread round the 
heel, and patchy areas of calcification may occur in the 
calcaneus and Achilles tendon (Figure II). 


The mechanism of calcaneal spur formation is essentially 
the same (Copeman, 1948) as that of the spurs seen on 
the margins of spinal bodies following partial protusion 
of disc substance with consequent tension in the inter- 
vertebral ligaments (Cyriax, 1953). 


It follows that surgery has no place in the treatment 
of conditions associated with calcaneal spur formation 
(Figure III) and that all types of rubber pads under the 
heel are inefficient, in as much as the originating tension 
stress is longitudinal in direction and is not materially 
affected by such apparatus. 





Ficursg I. 
Common calcaneal spur. 


PRECIPITATING Factors CAUSING PAIN IN THE Foot. 


The anatomy of pain has been described (Drew, 1954) 
under the headings of tension pain, pressure pain and 
circulatory pain. 


The foot, though ill-adapted mechanically for its weight- 
bearing role, is nevertheless a remarkably efficient piece 
of mechanism and bears the results of civilized mis- 
handling with great fortitude. It is doubtful whether any 
of the foregoing stresses would rise to pain level if some 
overriding condition was not responsible for weakening 
either the general bodily resistance or the mechanics of 
the foot. Of these, generalized chronic arthritis, faulty 
footwear and obesity are observed. 





Ficure II. 


Skiagram showing calcaneal spur with calcium deposits 
in the bone, soft tissues and tendo Achillis. 


Tension Pain. 


Tension pain is typically seen in the so-called painful 
heel, often associated with spur formation as previously 
described. Tension is transmitted to the periosteal attach- 
ments of the long plantar ligament, causing tension pain 
and inflammatory reaction. Similar types of pain doubt- 
less rise in the midfoot from abnormal sheering or torsional 
strains put on the various interosseous ligaments or 
adhesions between the tarsal joints. 


Pressure Pain. 


Pressure pain is typically seen when weight is placed 
on previously damaged metatarsal joints. A common factor 
is the presence of a small amount of fluid within the 
affected joint, which while not sufficient to cause painful 
distension itself will do so if the joint capsule is distorted 
by external pressure. 


Nature endeavours to shield such vulnerable articulations 
by plantar cutaneous hypertrophy and callus formation 
—to the profit of the chiropodist. It is not, of course, the 
callus itself that is painful, and with adequate treatment 
to the protesting structures beneath, spontaneous disappear- 
ance of the callus may be expected. 


Circulatory Pain. 


Circulatory pain arising in muscles associated with 
arthritic or otherwise damaged joints has been described 
as essentially ischemic or anoxic in origin. This anoxia 
results from direct or indirect circulatory changes, and 
leads to the formation of pain-producing substances (Drew, 
1954). There is little doubt that such a mechanism con- 
tributes to foot pain, particularly in patients who have 
to stand in one position for long periods, who wear over- 
tight footwear or are inflicted with varicose veins. 


DIAGNOSIS. 


It is apparent from what has been written that chronic 
foot pain is complex. in its origin and may be associated 
with direct or indirect ligamentous strain, with direct 
pressure on a damaged joint or with direct or reflex 
circulatory changes. In many cases more than one of 
these factors is concerned, and for treatment to be effective 





Figure III. 
Skiagram taken two years after operation for removal 


The spur has reformed and the 
symptoms persist. 


of caleaneal spur. 


an honest effort at accurate diagnosis shovld be made. 
No patient presenting with chronic foot pain should escape 
thorough general examination with special reference to 
the circulatory condition. The blood picture should be 
ascertained and the sedimentation rate estimated. X-ray 
pictures of the feet should be taken in all cases both to 
confirm such preliminary diagnoses as the presence of 
calcaneal spurs and to exclude traps like chronic gout. It 
is amazing at times what an X-ray picture will reveal. 
The writer recollects a girl, aged twenty-one years, who 
complained only of mild discomfort in the metatarsal area 
and who was shown to have a complete dissolution of the 
lateralefour metatarso-phalangeal joints with gross sub- 
luxation of the proximal phalanges from rheumatoid 
disease. 


TREATMENT OF THE PAINFUL Foor. 


By way of general treatment, physical abnormalities 
should be corrected (obesity, varicosities, detrimental 
activities). Ill-health tending to potential weakness in the 
foot should also be corrected (for example, debilitating 
diseases including anzmia, hypertension and mild chronic 
arthritis). 

Local treatment should relieve tension in ligaments, 
adhesions, capsules et cetera, protect tender joints from 
pressure and improve the local circulation. 
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General Treatment. 
The general treatment lies beyond the scope of this 
paper; but it might be mentioned that an erythrocyte sedi- 
mentation rate is- sometimes surprisingly suggestive. 


Local Treatment. 
Local treatment may be divided into physical aids 
and physiotherapy. 
Physical Aids. 
It is convenient to consider the application of physical 
aids as related to the part of the foot from which the pain 
has its origin. 


Forefoot.—As was previously noted, pain in the forefoot . 


is predominantly the result of pressure on a damaged 
second metacarpo-phalangeal joint. The lateral joints may 
also be tender, but in the majority of cases the great 
toe is normal. If the great toe is raised on a ledge and 
at the same time the heads of the other metatarsals are 
allowed to drop over the margin of a cut-away well, the 
great toe is forced to resume its predominant weight- 
bearing role and the distressed metatarsal joints are 
adequately relieved of burden (Kosske, 1951). If the first 
metatarso-phalangeal joint is not sound, the insole must 
be cut across behind the five heads; but this does not give 
nearly so satisfactory a mechanical result. It is preferable, 
however, to the usual metatarsal bar which, if within the 
shoe, may itself lead to pressure pain, and if fitted outside 
the sole is too diffuse in its application of force to be 
accurately applied. The various types of rubber and leather 
pads placed under the metatarsal heads “to reform the 
arch” are based on a misconception of the pathology of 
the condition and should not be used. 


Ficurs IV. 


Typical adequate type of recommended footwear. “Alma” 


shoe manufactured by Clark. Completed insole for pain 
in forefoot and mid-foot adapted for shoe. 


Mid-Foot.—Pain originating in the mid-foot is usually 
associated with varying degrees of relaxation of the longi- 
tudinal arch, and the condition becomes the relatively 
uncommon true painful flat foot. It is essentially restricted 
to civilized feet, and some degree of eversion of the foot 
is nearly always seen. Patches of localized edema in the 
vicinity of either malleolus are not uncommon. This is 
one of the few pathological conditions of the foot in which 
a suitable arch support with or without the building up 
of the inner sides of the heels and sole of the shoe or 
the inner length of the insole to counteract the foot 
eversion may be useful, pending the restoration of muscular 
balance by physiotherapy (Lake, 1943). 

Heel.—if the pain in the heel is the common type due 
to an abnormal pull on the calcaneal attachment of the 
long plantar ligament, the tension in this ligament can 
be relaxed by tilting the anterior part of the calcaneus 
upward so that the attachment moves forward towards 
the toes (Furlong, 1956). In practice this is satisfactorily 
effected by placing a transverse bar inside the shoe below 


the anterior aspect of the plantar surface of the calcaneus 
(Rose, 1955). 

Practical Details in the Application of Physical Aids. 
—The physical aids referred to above are made from sheet 
cork. The material is known as three-sixteenths-inch super- 
fine gasket cork and is procurable from garages. A com- 
plete insole is made in all cases and modified as necessary. 
The following are the basic advantages of the cork insoles: 
1. The insole being too thick to allow of its use in the 
patient’s ordinary shoes, it gives the physician an oppor- 
tunity to insist on proper footwear being acquired at the 
commencement of treatment. A rough insole is lent to 
the patient with instructions to procure shoes of the “Hall” 
or “Alma” orthopedic type, the fitting to take place with 


Ficurs V. 


Basic cork insole. 


the insole in position. This assures ample toe room 
(Knowles, 1953). The shoe is inspected for size, shape 
and fit before the purchase is finalized (Figure IV). 

2. The insole can easily be modified to assist in the 
treatment of different types of painful foot. 

8. The material is tough, but has sufficient resiliance 
to take some of the jar off the foot during walking. It 
also has good insulating properties. 

The cork is cut roughly to fit the new shoe as a complete 
insole—the basic insole (Figure V)—and is then modified 
as follows. 

When the pain is in the forefoot a line is drawn with 
a ball-point pen obliquely across the sole of the patient’s 
foot just proximal to the metatarsal heads, from the lateral 
edge of the foot to a point midway between the necks 
of the first and second metatarsal bones. With the patient 
supine and the foot held at right angles on a firm, flat 
surface, the heel end of the insole is rested on the flat 
surface and then pressed firmly flat against the sole of 
the foot to obtain a transfer of the ‘ball-point pen line. 
The correct placing of this line on the insole is the crux 
of the situation. With the insole held in the same position, 
the lateral border of the great toe is traced on to the cork, 
and the line is extended to the toe end of the insole. The 
area so marked out—corresponding in part to the space 
occupied by the four small toes—is then cut away with 
scissors,.and the upper sharp edges are bevelled with sand- 
paper. ( VI). 

If the* condition is a painful flat foot with eversion, a 
suitable arch may easily be built up on the upper surface 
of the basic insole, while to counteract eversion the whole 
médial border of the insole may be raised on its under 
surface—the maximum elevation being at the medial edge 
and gradually diminishing to zero at the lateral edge. 
This method has the advantages over the external building 
up the sole and heel with leather of not throwing the-shoe 
out of its natural lie, with consequent tendency to dis- 
tortion of the uppers; also the distance raised is not 
subject to wear and remains constant, but may be modified 
at will (Figure VII). A disadvantage is that it tends to 
raise the inner. border of the foot rather high in the shoe. 

When the heel is painful a transverse bar is used. The 
transverse bar is a modification of the “convex wedge” 
of Parker (Rose, 1955). It consists of a strip of the same 
cork, three-quarters of an inch wide, fixed transversely 
across the basic insole under the extreme anterior edge 
of the plantar surface of the calcaneus. The position is 
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best located by studying the lateral X-ray picture of the 
foot concerned, as in practice it is rather further forward 
than might be expected, and its position is important 
(Figure VIIL). After fixation of the wedge, the edges are 
smoothed with sandpaper and the whole bar is preferably 
covered with a.strip of bottling cork. Bottling cork is the 
very thin sheet cork covered on one surface with white 
plastic-like material used as a sealer in the screw tops 
of most bottles and small jars. It is available from bottle 
manufacturers in rolls two and a quarter inches in width. 
The application of this material—white shiny side up— 
over the bar and one inch on to the insole on:either side 
facilitates placing the foot in the shoe and increases its 


comfort to the wearer (Figure IX). 


Ficurp VI. 
Insole for common painful forefoot. 


Comment.—Any foot disability or combination of foot 
disabilities described in this article may be relieved by 


modifications of the one basic insole. If only one foot 
is abnormal the shoe for the other foot must of course be 
fitted with a basic insole. Linoleum cement or rubber 
solution is used as an adhesive and care should be taken 
to see that the appropriate surfaces are free from grease. 
Any modified basic insole must be fastened into its shoe 
with adhesive to prevent movement of the critically placed 


cut edges or bars. 


Ficure VII. 


Insole for painful flat foot and metatarsalgia. Basic 
insole is coloured black to show method of building up on 
the inner side and longitudinal arch support. 


Physiotherapy. 


Certain mechanical aids to treatment have been described, 
but they should be considered as being of an interim nature 
only. Their yalue lies in protecting and adjusting the foot 
pending its more complete rehabilitation by physical medi- 
cine. Physiotherapy as applied to the treatment of the 
painful foot includes manipulation, application of heat 
and exercises. 

As some scepticism exists regarding the value of physio- 
therapy in the treatment of the conditions under review, 
some discussion of the rationale involved may assist in 
placing the method in its correct perspective. 

Pain originates in the foot from abnormal tension, 
pressure or circulatory changes. 

Manipulation—Pain arising in mobile joints is mostly 
due to tension strain placed on contracted ligaments or 


adhesions; this is typically so in the mid-foot. Examination 
of a painful flat foot shows that it is unusually mobile, 
and that pain is elicited only when the extremes of joint 
movement are forced. The fully mobile foot of the ballet 
dancer—also flat—exhibits no such pain on the extreme of 
movement. Farkas has described an interesting mechanism 
of pain production in joints whose full range is restricted 
(Farkas, 1949, 1950, 1953), and it appears that pain is 
more pronounced when the restriction is relatively small, 
ankylosed joints being always painless. It would seem, 
then, that tension pain in the mid-foot is usually found 
only in a relaxed and comparatively mobile foot because 
for some reason the splinting effect of footwear did not 
fully immobilize the arch, but left movable mid-tarsal 
joints partially restricted by capsular contraction and 
adhesions. On failure of the long supporting muscles, 
tension pain develops. A likely etiological factor is the 
variety of types of shoes affected by some women in con- 
trast to the one form of last usually persisted in by men. 
Whether the pain in painful flat feet is produced directly 
by tension on a constriction or indirectly by the reflex 


Fieurs VIII. 


Showing the placing of the transverse bar for painful 
heel associated with plantar fascia tension. The basic 
insole is also modified for metatarsalgia. 


mechanism of Farkas, it is clearly sound practice to 
restore full joint range by manipulation (Fisher, 1944; 
Cyriax, 1950), and this principle applies also to the distal 
joints of the foot (Watson Jones, 1948). 


Application of Heat.—Pressure on joints or other areas 
which results in pain implies inflammatory changes in the 
tender parts. Such chronic inflammatory conditions are 
relieved by increase in the blood supply, and the most 
efficient method of initiating vasodilatation is by deep 
tissue heating with short-wave diathermy. 


The relationship between the local blood circulation and 
pain in normal soft tissues has been described (Drew, 
1954), and it is important to bear in mind that pain 
may occur in the soft tissues of the foot as a result of 
circulatory deficiency when no other associated patho- 
logical condition exists (Kuhns-Potter, 1949), though local 
vasoconstriction is more commonly reflex from a diseased 
segmental joint. 

In either case the application of deep heat from a short- 
wave generator is the treatment of choice, though a 
series of hot and cold foot baths is stimulating to the 
circulation and may be used as home supplementary treat- 
ment (Kottke, 1951). 

In advanced true peripheral vascular disease, short-wave 
therapy should be used with caution, as adequate vaso- 
dilatation and heat dissipation may not take place (Brown, 
1938; Kovacs, 1950; Cyriax, 1954). 

Foot Exercises.—Foot exercises have three main objec- 
tives: (i) to improve the local circulation; (ii) to stabilize 
the correct position of the foot in relation to the leg; 
(iii) to hold the gains from manual manipulation, and to 
act as frequently recurring self-manipulative forces and so 
improve the range of movement of individual foot joints 
(Clemmesen, 1950). 

Exercises fall into two groups: (a) those performed 
while standing, (b) those performed while sitting or lying; 
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that is, (a) against gravity or (b) free. The routines for 
the improvement of circulation and joint range may be 
performed free; but greater muscle strength is more 
rapidly procured for stabilizing purposes if gravity is 
used as a counter-force. Any combination of free exercises 
may be given without fear of causing harm; but to ask 
weak and toneless muscles to do a strenuous series of 
movements against gravity is to risk damage to the muscles 
and loss of cooperation from the patient. In most cases 
it is wise to proceed slowly and to request only free move- 


ments designed to improve the circulation and mobilize 


the foot till confidence is gained and some degree of 
contractual tone is acquired. Anti-gravity exercises follow, 
and those designed to improve the power of the tibials and 
so counteract longitudinal arch flattening and foot eversion 
are of most practical value (Matlin, 1951; Krusen, 1951). 
The correct performance of the outward rolling foot exer- 
cise is of some importance. It is as follows: The patient 
stands without shoes with the feet six inches apart and 
parallel. Both feet are forcibly rolled on to their outer 
edges with toes curled under by conscious use of the calf 





Fiecurs IX. 
Completed transverse bar 


muscles, and not by the use of the thigh abductors to 
force the knees apart. The feet are then rolled slowly 
back towards the starting point, but not completely to the 
state of relaxation (compare straight leg quadriceps drill) 


‘before the maneuvre is repeated. The object is to keep 


the tibials and associated muscles in a state of tension 
while they are contracting and expanding, thus obtaining 
maximal improvement of contractural tone in a minimum 
of time (McQueen, 1954). The average patient should 
rapidly work up to at least 100 movements twice daily. 

In the planning of exercise routines for foot disabilities, 
attention should always be given to the condition of the 
quadriceps. 


SUMMARY. 

1. The bony arch of the normal human foot is essentially 
a static structure. 

2. Thick cork insoles can be modified to relieve some 
common disabilities. 

8. The circulation in the toot is an important factor 
in most types of foot pain. 

4. Remedial exercises are required to complete rehabili- 
tation. 
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paper, the name of the original journal, together with that 
of the journal in which the abstract has appeared, should be 
given with full date in each instance. 

Authors who are not acoustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 





MEDICAL EDUCATION: A GOLDEN OPPORTUNITY. 


To be able to lay down and bring into being a pro- 
gramme of medical education in a new medical school is 
an opportunity that is given to few medical teachers. 
The teaching staff of the new medical school in the 
University of Western Australia, many of whom are named 
in a special article in the present issue, will be envied by 
teachers in older centres, and medical educators every- 
where will pay great attention to what they do. The sub- 
ject of medical education is one of those that always gives 
rise to argument—the perfect curriculum will never be 
devised. If one that can be so described is ever set out, 
it will soon become antiquated and for two reasons. In 
the first place, knowledge of the medical sciences will 
never be complete, and in the second, the whole milieu of 
medical practice is continually changing. Medical practice 
has to be suited to the particular community concerned; 
Western Australia, with its great distances and its real 
isolation, will call for considerations that would not be 
needed in a more closely settled community in some other 
part of the British Commonwealth. It would be easy to 
draw up a curriculum that was a copy from some other 
medical school. This might or might not be a success. 
Some persons might say that this would be a practical 
way of solving the problem. Chester S. Keefer, a well- 
known medical writer, who is Professor of Medicine at 
the Boston University School of Medicine, would not 
approve of such an idea. He concludes an article on 
“Medical Education Tomorrow”) to which further 
reference will be made, with the following sentence: 
“Physicians should not be men who practise the errors of 





1 New England J. Med., October 4, 1956. 


their ancestors—Disraeli’s definition of practical men—and 
should not believe that progress consists only in discarding 
the things of the past.” 

In the present instance no attempt will be made, or 
indeed should be made, to suggest details to the new 
Faculty of Medicine at Perth. Attention will be drawn to 
one or two recent writings on the subject, and some 
incontrovertible statements on a balanced curriculum by 
a world authority will be quoted. If this has no other 
effect, it will at least bring an idea of what the planning 
of medical education means to the body of the profession 
in Western Australia, whose members have shown in no 
unmistakable fashion how much they want to see the new 
school as a going concern. Indeed every member of the 
medical profession in Australia will be the more com- 
pletely equipped as he acquires an understanding of all 
that goes to the training of a doctor. 

First of all let us glance at a small book by J. H. 
Woodger, Professor of Biology in the University of 
London. He points out that medicine has become scien- 
tific—it is regarded as an applied science, and therefore 
the student is first instructed in the basic sciences “upon 
which all his future work will depend’. Not one of these 
sciences deals with human beings as persons or as mem- 
bers of societies—no psychology or sociology is included. 
The sciences taught are physics, chemistry and biology. 
The student is thus given a bias from the start; this bias 
is not always corrected in the pre-clinical training. 
Woodger holds that the opposition of the organic and 
functional, with concentration on the former, is just one 
aspect of the one-sided training of medical students. He 


admits that training based almost entirely on the physical 


sciences has been successful, “but we must not be ‘so 
complacent as to allow this success to obscure other aspects 
of the situation’. Woodger then refers to the enormous 
number of hospital beds required for mental as opposed 
to those needed for physical illness. One authority has 
stated that the number of beds required in Great Britain 
for mental illness in all forms is approximately two-thirds 
of the total number required for all other forms of illness, 
accident and injury put together. These figures, moreover, 
are calculated not to include the incidence of psycho- 
neurotic illness among the general population. We thus 
have “two states of affairs’”—‘“a medical training which is 
overwhelmingly physical, and a sick population containing 
a high proportion of cases which are not classified as 
physical”. The possibility is suggested that this high 
proportion of mental illness may not be altogether uncon- 
nected with the lopsidedness of the doctor’s training. With 
this foundation as a basis Woodger discusses the place 
which psychology should take in the medical curriculum. 
He refers to many writers and documents in which require- 
ments have been stated. One statement on which he lays 
great emphasis is that the student should be disciplined 
in the proper use and meaning of words and the relation- 
ship of names and words to ideas and things. We need 
not .follow Woodger into the finer points of his arguments, 
but shall be content to state that he has produced a work 
of which notice should be taken, especially if, as we 
should, we go on to consider the broad biological basis of 


medicine. 





1“Physics, Psychology and Medicine: A Methodological 
Essay”, by J. H. Woodger, D.Sc.; 1956. Cambridge University 
Press. .734” x 5”, pp. 156. Price: 8s. 6d. 

























































































nied eee 





246 THE MEDICAL JOURNAL OF AUSTRALIA 


Fesruary 23, 1957 





Turning to Keefer’s article, already mentioned, we find 
that he pleads for action that will allow medical education 
to be understood by the public. He refers to a period of 
transition between private and public support of -medical 
education and research, and states that the barriers 
between medical schools and the public must be destroyed. 
“The public must be taught by example and indoctrination 
that the emphasis must be placed on university medicine 
and that through its extension and improvement, the 
social and economic problems with which they are con- 
cerned and that are intimately related to medical care 
can be solved.” The universities need more dependable 
and more unrestricted income for the support of their 
faculties, more support for the training of the medical 
teachers of the future, more support for talented students 
and a more balanced support for post-graduate education 
and training. “This support can be obtained if they can 
convince the public that the medical schools are pursuing 
a course designed to benefit and help it.” All that can be 
said about this is that the Government and the public in 
Western Australia have already shown a lively and 
practical interest in’ medical education; surely confidence, 
once secured, can be maintained. 

Passing reference should be made to’a recent contribu- 
tion from Edward L. Turner, the Secretary of the Council 
on Medical Education and Hospitals of the American 
Medical Association. Only one point that he makes will 
be mentioned. He holds that teaching and research are 
co-partners when they are well balanced, but that teaching 
must not be allowed to become an incidental matter— 
research in itself cannot supplant the need for continuous 
study and preparation for teaching. It must never be 
forgotten that medical education “involves the teaching of 
individuals who are destined to care for the problems and 
needs of other individuals”. 

From the three references made to the literature it is 
clear, if evidence of the fact is needed, that medical educa- 
tion will always remain a complicated subject. To round 
off the discussion it will be useful to quote Sir Henry 
Cohen’s desiderata for a balanced curriculum. These are 
set out at the end of a contribution by him to the First 
World Conference on Medical Education held at London 
in 1953 under the auspices of the World Medical Associa- 
tion, and published in the Proceedings. The aim is that 


the student at the conclusion of his undergraduate career - 


shall fulfil the following desiderata: 


1. He shall have acquired such medical knowledge 
and techniques which will prepare him, not simply for 
general practice, but also for any specialty, so that he 
retains a general outlook and appreciates the sig- 
nificance of advances in general knowledge for his 
chosen branch of practice. 

2. He shall have developed habits of logical thought 
and critical judgment of evidence and experience which 
will prevent his falling a victim to indefensible faiths 
and seductive fallacies. For him post hoc will not be 
a sufficient therapeutic criterion; correlations will not 
always be casual; nor will he to “the fascination of a 
name surrender judgment, hoodwinked”. 

8. He will know where and how to. seek help and 
acquire knowledge both from men and from books. 

4. He will have the urge to continue self-education 
in the wise and critical spirit of Plato’s dictum that 
“Education is a life-long business”. 

5. He will have acquired a rational approach to 
medicine and recognized the uses and limitations of 
empiricism; that patients are living sentient beings and 





1J.A4.M.A., October. 6, 1956. 








not simply “cases”; and that, in the words of Trousseau, 
“There are no: diseases, only sick people”. 

6. He will have been made more fully aware of his 
obligations and _ responsibilities as a doctor to the 
individual and to the community, and will shape his 
conduct by the ethical and moral principles of his 
profession. 

7. And, lastly, he shall be a cultured and educated 
gentleman, seeking wisdom through knowledge, culti- 
vating and cherishing his ideals, ready to meet a 
challenge and grasp an opportunity for service to his 
fellow-men, remembering that he can cure and prevent 
only occasionally, relieve often, but comfort always. 


——— ge 


RUBELLA AND PREGNANCY. 





THE relationship between maternal rubella and fetal 
abnormalities has been widely investigated since Gregg 
published his now historical paper on the subject in 1941. 
Notable. contributions on the subject have come from 
various Australian workers, especially Swan and his col- 
leagues in Adelaide. However, the true position is still 
far from being understood, and this has serious implica- 
tions, especially from the point of view of termination of 
a pregnancy. At one stage, concern over the possibility 
of serious fetal abnormalities fostered the view that few, 
if any, pregnancies associated with rubella at certain times 
should be allowed to continue. Undoubtedly the general 
attitude today is much more conservative than this, but the 
dilemma remains. Even those who for conscience’ sake 


- are unable to have a hand in the termination of pregnancy 


are not free of the dilemma, for they cannot always offer 
a clear prognosis (and so encouragement) to the mother, 
any more than can their colleagues who choose the 
opposite course and wish to relieve the mother’s mind, and 
their own, of possible regrets. The only possibility of 
solution of this dilemma lies in exact knowledge. From 
the article in this issue by David Pitt, of Melbourne, it 
will be clear that a good deal is known, and that probably 
much that is now uncertain is not far out of reach. The 
survey which is being organized by the Department of 
Obstetrics and Gynecology in the University of Melbourne, 
and to which he refers, is intended to marshal some of 
the available evidence so that use can be made of it. The 
members ‘of the medical profession in Australia are 
strongly urged to cooperate in this survey; fully 
realizing its implications. In particular, the public health 
authorities in New South Wales could assist greatly by 
having rubella declared a notifiable disease in that State. 
It is an extraordinary anomaly that New South Wales 
should be the only State in Australia in which rubella is 
not notified, and it is difficult to understand why this 
should be sp. We hope that the New South Wales Depart- 
ment of Health will see the urgency of the matter and 
take suitable action. 


<i 
Ee 





Current Comment. 





IN MEMORY OF LAENNEC. 





Ir is always a pleasure and a profit to think on the great 
names of past ages, and to learn something of the circum- 
stances surrounding them. In this month of February, we 
think specially of a great figure in medicine, René 
‘Théophile Hyacinthe’ Laennec, for he was born in 
February, 1781. Most medical practitioners, if asked 
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what was the reason of Laennec’s greatness, would prob- 
ably answer: “His discovery of the stethoscope.” They 
might also tkink vaguely of Laennec’s cirrhosis. There 
the matter would end, except for those especially interested 
in medical history. Possibly his invention of the stetho- 
scope was the most spectacular of Laennec’s achievements; 
but among his contemporaries he was eminent as a morbid 
anatomist, as a clinical physician, as a lecturer, and as a 
medical journalist. His father was an erratic lawyer, with 
a leaning towards letters and the writing of poetry, in 
neither of which he was outstandingly successful. He was 
entirely irresponsible about the care of his family. 
Laennec’s mother died when he was about six years old, 
probably of tuberculosis. His uncle, the Abbé Laennec, is 
also said to have died of tuberculosis, and some believe 
that Laennec himself died from the same disease. Be 
that as it may, Laennec was a delicate person all his life 
and waged a constant battle against ill health. Laennec 
and his younger brother were placed in the care of their 
uncle, the Abbé Laennec, and remained with him till 
Laennec was about nine years old. Laennec’s father 
remarried, and the boys were sent to live with another 
uncle, Guillaume Laennec, who was a doctor at Nantes. 
For many years this uncle was a kind of guardian angel 
to Laennec in his struggles with poverty and the 
peculiarities of his father, who continually made promises 
of financial support and equally continually broke them. 
The uncle, who was a Republican and influenced Laennec 
in this direction, was also a capable and far-sighted 
clinician, who believed in hygiene. He was a man of high 
intelligence, a scholar, and a good speaker and writer, and 
he had a precise and critical mind and a flair for 
encouraging the best in others. As a physician he was 


wiser than the others of his generation. Through interest 
in his uncle’s work and his own great love of natural 
history, Laennec decided to study medicine, and at the 
age of fourteen years and seven months began his work 
at the Hétel-Dieu, where his uncle was physician-in-chief. 
He also studied Greek and Latin. The latter language he 
learnt to speak with facility, and he used it later in his 


clinical lectures. Because his father would not advance 
the money needed to send him to study in Paris, Laennec 
was obliged to repeat the course at the Hotel-Dieu five 
times. He then spent a short time as a surgeon in the 
army, where he gained great experience amongst the 
wounded. 


At last, in 1801, the efforts of his uncle secured from his 
father the necessary money, and Laennec set off for Paris. 
He took up work in the Ecole de médecine and entered his 
name at the Charité in the clinic of Corvisart, who pro- 
foundly influenced him. Corvisart is known as the founder 
of French clinical medicine; he specially stressed bedside 
instruction and thorough training in autopsy work, and 
his altertness and enthusiasm attracted Laennec as much 
as his brusequeness and sarcasm repelled him. Laennec 
attended every class and every autopsy, and his assiduity 
and genius did not long go unnoticed. In March, 1802, 
he noted in an autopsy on a subject of heart disease the 
ossification of the mitral valve with dilatation of the 
ventricle; this was his first published work. About this 
time he made a study of peritonitis and found that 
clinicians had confused peritonitis with enteritis. He 
wrote an article on this disease based on his autopsy 
findings; this was a complete story of peritonitis, every 
type known today being reviewed. At the age of twenty- 
one years he won immediate fame by this treatise. His 
student days in Paris were filled with academic success, 
and at the same time with constant financial difficulty, 
so he took every possible opportunity of making a little 
money. He gave a course of lectures, repeated for several 
years, in which he took the' opposite view to Dupuytren 
about various points of anatomical classification. This did 
nothing to improve the somewhat strained diplomatic 
relations between them. Laennec entered for all the 
competitions possible and carried off many prizes. His 
interest in religion may date back to the early influence 
of his uncle the Abbé, but it was at this time, while he 
was a student, that he sought the consolations of religion, 
and his faith remained with him all his life. His accept- 


ance of religion augmented that spirit of tolerance and 
kindliness that had always distinguished his character, 
and it was not without influence in the construction of 
his ideals. His only ambition :was to make his life useful, 
and in a letter to his father he wrote that money, success 
and fame could, without that, yield no ultimate satis. 
faction. 


Laennec was now working regularly for the Journal de 
médecine. His writings all show the imprint of genius. 
It is reported that Osler, almost 100 years later, when 
asked for a good description of pneumonia, told the student 
to read Laennec. In 1803 Laennec presented his thesis for 
his doctorate on the subject of “Hippocrates and His 
Doctrines’, and at the end his credo appears: “I profess 
free medicine. I am not with the ancient nor with the 
modern, but seek the truth in each, and test everything by 
repeated trial.” This is sound advice at the present day. 
This thesis heralded a revolution in the classification of 
fevers. Rouxeau, who has done most of the biographical 
research on Laennec, sums him up at this time, when he 
was about twenty-five years old, as follows: 


He had made his mark as a teacher, he was a member 
of the first medical society of France, as an anatomist 
he had discovered the deltoid bursa and the fibrous 
capsule of the liver. He was an excellent surgical 
operator, he was a remarkable clinician, he was famous 
for his observations and his aphorisms. He had dis- 
covered and described peritonitis and acephalocysts. He 
was the first accurately to describe melanotic tumours. 
He was the editor of a medical journal and had written 
a work on pathological anatomy, which he had just 
now decided not to publish for the present. 


His work on tuberculosis had begun in 1802, and by 1803 
he was able to say that tubercles had been found in every 
tissue except bone. Soon afterwards he discovered them in 
the skull, in the vertebre and in the ribs. In examining 
a tuberculous vertebra he accidentally inoculated his own 
finger with the tubercle bacillus. In March, 1804, he gave 
a memorable.lecture. In this, on the basis of his own work 
and that of Bayle, another outsanding figure in French 
medicine, he stated that phthisis was simply tuberculosis 
of the lungs; from that time the term “pulmonary tubercu- 
losis” replaced “phthisis’”’. 


Laennec’s attention gradually became focused on clinical 
medicine, and he strongly advocated the necessity to 
correlate clinical observation with morbid anatomy and 
pathology. In 1816 a vacancy occurred at the Necker 
Hospital, and he was appointed physician. This hospital 
was the scene of his life’s greatest work. Laennec lectured 
on all branches of internal medicine, but perhaps his most 
valuable contribution was his work on peripneumonia, 
what we now call pneumonia, and on pulmonary tubercu- 
losis. As a result of his post-mortem studies and their 
coordination with his clinical studies, he was able to state 
that miliary tuberculosis, infiltration, caseation and 
excavation were all the same process.. He discovered not 
only the destructive process but also the reparative pro- 
cess, and showed how healing might occur. He advocated 
fresh air in treatment. The stethoscope was invented in 
1816. The story of its invention has been well told by the 
late F. Guy Griffiths.’ (In this same paper is given 
Laennec’s description of the measures to be taken when a 
patient enters hospital. The paper will well repay re- 
reading.) Like most important discoveries, the stethoscope 
was received with ridicule, adverse criticism and 
opposition from most quarters; but there was the usual 
sprinkling of enlightened medical men who were eager to 
learn how to use it. It is interesting that some of the 
most enthusiastic came from England. 


In August, 1819, Laennec published, in two volumes, 
his collected observations on his work with the stetho- 
scope. He was then aged thirty-seven years; he was a 
sick man and his symptoms suggested tuberculosis. His 
brother, and his friend Bayle, had already died from that 
disease. In his case the’ diagnosis was less certain. How- 
ever, he had to take a rest, and obtained long leave from 
the Necker Hospital. At his home on the coast of Brittany 
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near his birthplace he stayed for two years. He did a 
little local practice among the poor, helping the country 
doctors, whom he taught to use the stethoscope. By the 
summer of 1821 he was well. enough to return to Paris. A 
second edition of his book was needed. Moreover, Corvisart 


had died, and in the following spring Laennec took his - 


place at the Charité, resigning from the Necker Hospital. 
In his hospital work he talked a great deal in Latin, still 
a@ common language among scientific men. Besides his 
practice and teaching and writing, he examined candidates 
in the Faculty of Medicine and was physician to the 
Duchess of Berry, a Court appointment. The second 
edition to his book appeared in 1826. He had changed the 
title and the order, added much new material and in fact 
almost wrtten a new work; but he was already dying—he 
had fallen ill while correcting the proofs. With his wife 
(whom he had married two years previously) he left Paris 
for the last time, and after various mishaps reached 
Brittany. He grew steadily worse, and on August 13 
he died serenely. He was buried near the parish church, 
a place that he would have chosen. 





BRONCHIAL PERFORATION IN TUBERCULOSIS. 


There are those who believe that tuberculosis is a dying 
disease and those who doubt that the “white man’s 
scourge” will give in any more easily than the French- 
man’s pox, the Neapolitan boneache or the Spanish 
disease—or even, to avoid implications of racial or national 
prejudice, gaolbird fever. Be that as it may, it is reason- 
ably likely that the less common manifestations of pul- 
monary tuberculosis will become of relatively greater 
importance, if only because of the keener diagnostic atten- 
tion which will be brought to bear on individual cases. In 
effect, this trend is already apparent, for few -will deny 
the rapid advances in recent years in following and under- 
standing the living pathology of the disease, brought about 


* by the increased use of bronchography, and stimulated in 


no small measure by the knowledge that all will soon be 
revealed to the probing eyes and hands of the surgeon. 
R. E. Harvey-Samuel' has ‘ecently indicated one field in 
which bronchography, for example, can be diagnostic— 
namely, the demonstration of bronchial perforation by 
tuberculous lymph nodes in the stage of primary infection. 
One of the five cases which he reported was specifically 
diagnosed by this means and, significantly enough, the 
bronchus involved ‘was a.subsegmental one in the apical 
segment of the upper lobe of the left lung. As is clear 
from Harvey-Samuel’s excellent review of the literature, 
most of the reported cases have been of lesions involving 
the trachea, carina or main bronchi, although more 
peripherally situated perforations were described as long 
ago as 1933. It is probably true to say that the increased 
use of bronchoscopy extended the clinical diagnosis to 
other major bronchi; the middle lobe has been regarded 
as a relatively common site of perforation, as well as of 
pressure, especially in children. Bronchography has no 
doubt pushed back the curtain a little farther. 


Another interesting feature of Harvey-Samuel’s report is 
that only one of his patients presented with the classical 
symptom of wheezing due to pressure. This is probably 
partly due to the fact that he is dealing not with children, 
but with young adults; this in its turn is both interesting 
and important, as we may expect to see more primary 
tuberculosis in this age group as time goes by. Indeed, 
there are cynics among us who point out that we shall 
not have had time to decide the best way to treat “secon- 
dary” tuberculosis before the problem of treating primary 
disease in adults becomes predominant. 

The triad of cough, wheeze (often localized) and para- 
sternal pain is suggestive of bronchial involvement by a 
tuberculous lymph node in any child, and-there is usually 
confirmatory radiological evidencé. of lymphadenopathy. 





1 Tubercle, August, 1956. 


the symptomatology. 





Not infrequently there are signs either of an associated 
tuberculous lesion in the parenchyma, or of complications 
such as bronchiectasis, collapse, obstructive emphysema or 
secondary infection; a positive finding from sputum exam- 
ination may or may not be easily obtained. In the less 
fortunate patients tuberculous bronchopneumonia will have 
followed rupture of the liquefied contents of the gland into 
the bronchial tree. There are, however, less dramatic 
instances of the condition—for example, that .of a healthy 
young man who had had recent minor hemoptyses, and 
whose plain radiographs were repeatedly normal, the lesion 
being diagnosed on bronchography. There are, too, those 
cases which may occur in older age groups, often present- 
ing with hemoptyses, occasionally following exertion. The 
gland in these circumstances is usually calcified, the 
findings on sputum examination are negative, and the 
chest radiograph is in other respects frequently normal. 


The treatment of the condition is almost as varied as 
Two of Harvey-Samuel’s patients 
were treated surgically and two conservatively, all with 
success. It would be unwise to generalize from this or 
from other recorded experience, for few disorders with a 
common anatomical and ‘pathological basis show such 
infinite variety in their accompanying features; each case 
must be treated on its merits. 












THE BRITISH ARMY MEDICAL SERVICES ON 
CAMPAIGN. 





Tue story of the medical services of the British Army in 
the Second World War has already filled a number of 
volumes dealing with administrative and clinical aspects. 
Now there has appeared the first of four projected volumes 
on “Campaigns”. These will, with those already completed 
on administration and with the two clinical volumes, pro- 
vide a very comprehensive account of the activities of the 
Army Medical Services in the Second World War. It must 
have been difficult in this latest volume to present the 
various campaigns in due order and in the right perspec- 
tive, particularly with regard to the relatively minor 
episodes; but as the plan develops: it is seen that each 
fits into its allotted place and that if campaigns in Greece, 
Crete and Syria do not seem to be given due prominence, 
the editor is careful to explain that these have already 
been adéquately dealt with by other historians with more 
limited commitments, whilst he must deal with the affairs 
of the “British” medical services as a whole. Incidentally, 
he pays a graceful tribute to overseas historians for 
valuable assistance received. The circumstances of the 
campaign in France and Belgium (1939-1940) were not 
such as to lead to any important changes in medical 


_planning or policy, and most of the medical equipment and 


large numbers of medical personnel were lost in the heroic 
but confused retreat on Dunkirk. However, the campaign 
did provide an excellent opportunity to test in the field 
the hitherto untried Army Transfusion Service, which 
developed its organization and equipment in quite extra- 
ordinary fashion. The importance of training in hygiene 
also became apparent, even thus early, because of the 
general disregard of ordinary sanitary principles shown by 
all ranks—an attitude of mind which continued unchecked 
until senior combatant officers were given some training 
in hygiene and impressed with their personal : responsi- 
bilities. The hastily conceived and inadequately equipped 
expedition to Norway, which involved fighting under diffi- 
cult conditions of temperature and terrain against an 
overwhelming air superiority and ended in a disastrous 
evacuation, imposed an exacting test on the endurance 
and morale of the medical services, from’ which they 
emerged with full honours. 


1 “History of the Saga alk de War: United Kingdom Medical 
Series”, Editor-in-Chief, Sir Arthur S. MacNalty, C.B., M.A., 
M.D., F.R.C.P., F.R.C ror “The Army Medical ices: Cam- 

’, by F. A. E. Crew, F.R.S.; Volume I; 1956. London: 
: er Ma: lesty’s ~ agama Office. 94” x 6”, pp. 679, with illustra- 
ions. ice: 75s. 
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The disadvantage of fighting on the perimeter is shown 
from the experience of sending troops to Iraq, Persia and 
Madagascar: the two first mentioned were of comparatively 
minor importance apart from the malaria risk; the last 
provided a much greater problem, not all due to the 
attitude of the French forces. Here most tropical diseases 
seemed to be endemic; and although the actual conquest 
of the island was easily accomplished, the morbidity and 
mortality from disease, particularly malaria, were high. 
The heroic defence of Malta is discussed with particular 
reference to the part taken by the Army Medical Services. 
Special consideration is given to psychiatric casualties, who 
were numerous and not invariably sympathetically treated. 


Full consideration is given to the campaign in Libya 


and the associated activities in East Africa, with the 


manifold problems involved in the defence of Egypt. This 
volume covers the campaign until the retirement of 
General Auchinleck (August, 1942). It thus includes two 
years of continuous fighting involving the defeat and pur- 
suit of the Italian Army and the subsequent withdrawal 
under persistent pressure from the Afrika Korps. This is 
the most important section of the volume, illustrating the 
varied difficulties under which field medical units operated 
and the extent to which their initiative and resourceful- 
ness were tested. Medical tactical plans are described in 
detail, with some indication of how they worked out. It 
gradually became evident that some changes were neces- 
sary to meet new conditions of warfare, and towards the 
end of the period definite plans for reorganization were 
beginning to emerge. There:is much criticism of the 
casualty clearing station because of its immobility, par- 
ticularly when its equipment is increased beyond that 
authorized. An Australian casualty clearing station is 
quoted as the extreme example. ‘ 

The campaign in Hast Africa, undertaken to free 
Abyssinia and safeguard the Suez Canal, was carried out 
largely by Indian and African troops in an unpleasant 
country with a remarkably high disease rate amongst the 
local population. Their greatest embarrassment was caused 
by the rapidity of their pursuit of the enemy. 

The campaign volumes of this series, which are con- 
cerned with the military rather than the clinical aspect of 
the Army Medical Services, will appeal particularly to 
those who have already served, or intend in future to 
prepare themselves for combatant service, in time of war 
in a medical unit—which should include most junior 
medical graduates. The success of this first volume as a 
contribution to the general understanding of this aspect 
of military medicine augurs well for its successors. 





“DOCTOR.” 


AN entertaining and penetrating study of the use of the 
word “doctor” in relation to the medical profession is 
' given by George Graham in a recent issue of The Lancet.’ 
The word was first used in regard to a university medical 
degree at Salerno, in the eleventh century, and a doctorate 
was obtainable at Oxford and Cambridge by the thirteenth 
century. Doctorates in medicine were also conferred by 
the Pope, and, after Henry VIII, by the Archbishop of 
Canterbury in England; the last of the “Lambeth 
doctorates” in medicine was conferred in 1880. 

When the Royal College of Physicians was founded in 
1518, only those fellows or licentiates holding a university 
degree in medicine called themselves Doctor. Surgeons, 
whether they belonged to the Barbers Company, the Guild 
of Surgeons or the Barber Surgeons Company, did not call 
themselves . Doctor, and comparatively rarely had a 
university degree in medicine. Little trouble probably 
arose from this distinction, and in fact it was probably 
a reasonable one, in that for a great many years the 
social status and educational standards of the physicians 
were the higher. During the nineteenth century the 
Society of Apothecaries became perhaps the chief training 
centre for general practitioners in England; it stole sig- 
nificantly ahead of the two Colleges by requiring of its 





candidates a knowledge of midwifery. Many of those 
licensed to practise by this body called themselves Doctor, 
thus implying that they were better qualified than 
licentiates of the College. The ill feeling which arose 
culminated in legal action against a man with the quali- 
fications M.R.C.S., L.S.A. who gave himself the title of 
Doctor—as it turned out, with the justification of an M.D. 
of Erlangen University, which he had not caused to be 
entered on the register. The case went to the Court of the 
Exchequer, where the Lord Chief Baron; remarked that “if 
a man is registered, he may call himself what he pleases”. 
The Royal College of Physicians, which in its four 
centuries of existence has probably never changed its mind 
in a hurry, reaffirmed its by-law prohibiting its fellows, 
members and licentiates from using the title Doctor unless 
they were graduates of a university. 

In 1884 the Royal Colleges of Physicians and Surgeons 
agreed to examine together in medicine, surgery and mid- 
wifery, and to grant a conjoint diploma, and this was 
followed by a number of moves towards granting a degree 
under the auspices of either the University of London or 
Gresham University, which the Colleges had proposed 
should be founded. However, in 1911 the idea of granting 
4 degree was dropped. 

In 1905 the Royal College of Surgeons, spurred on by 
repeated complaints from its members, approached the 
Royal College of Physicians with the request that the 
latter’s ban on the use of the title Doctor should be with- 
drawn. The Royal College of Physicians did not consent to 
do so until 1912, the by-law being amended to read that no 
fellow, member or licentiate “shall append to his name the 
title of Doctor of Medicine or the letters M.D... . unless 
he has obtained a degree entitling him to do so”. 

Graham points out that in England all general prac- 
titioners are called, and call themselves, Doctor, although 
house physicians and surgeons are in some hospitals 
referred to as Mister. To Graham’s further account 
of the curious inconsistencies which surround the use of 
the words Doctor and Mister may be added the fact that 
some hospitals refer to their house physicians as Mister 
even when these eminent young men are the proud 
possessors of a doctorate and are members of a Royal 
College of Physicians. In a _ provocative conclusion, 
Graham, who is a Fellow of the Royal College of 
Physicians and M.D. Cambridge, wonders why the surgeons 
“should still seek to preserve the insignia of their 
inferiority in the Middle Ages”, and why the obstetricians 
and gynecologists have apparently chosen to call them- 
selves Mister within the space of fifty years. He main- 
tains that the practice is confusing to the public, and asks 
whether it is “too much to hope that one day ... this 
curious survival will cease’. 









TOMOGRAPHIC STUDIES OF THE KNEE. 





A SMALI. MONOGRAPH entitled “Tomographic Studies on 
the Normal and Injured Knee” by Stig Fagerberg has 
been received from the Acta Radiologica, Stockholm. The 
work was undertaken to assess the value of tomography in 
studies of the knee joint. The study embraced 300 cases 
and much effort was expended in the investigation. A 
special machine (a ‘“Danatome”) was devised and an 
extremely fine focus tube used. The theory of various 
types of blurring is set forth, and the methods adopted to 
pick the various planes are described. The production of 
the films proved a complicated matter, and it is doubtful 
whether the results obtained are much better than those 
obtained by skilled workers using standard techniques. 
The processes are complicated and add greatly to the 
expense of the examination. In eight cases lesions were 
detected which had been missed by standard methods, but 
even in these the author admits that they might have been 
discovered by more detailed standard films. The author 
considers, the greatest value of the method is in the study 
of ‘lesions of the cruciate ligaments and menisci. The 
work is certainly a tribute to painstaking ability. 





1 Lancet, February 2, 19657. 


1 Acta radiol., Supplementum 138, 1956. 
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Abstracts from Medical 
Literature, 


PHYSIOLOGY. 


Influence of Moderate Changes in 
Blood Volume on Urine Flow. 


G. D. Zurpema, N. P. Crarxceg, J. L. 
Reeves, O. H. Gaver anp J. P. HENRY 
(Am. J. Physiol., July, 1956) report 
that increased filling of thoracic circulation 
produces a diuresis, while decreased 
thoracic filling causes oliguria. The 
validity of an hypothesized volume- 
regulating mechanism can be tested by 
altering circulating blood volume by 
isotonic infusions or venesection without 
altering blood osmolarity. Normal saline, 
isoosmotic bovine albumin and canine 
plasma infusions are followed by diuresis. 
Hemorrhage induced an oliguria in 
every experiment. In 18 of 26 experi- 
ments, whole blood infusions produced 

diuresis. In eight of 26 bey peor aren 
whole blood infusions produced either no 
c in urine flow or an antidiuresis. 
Donor blood under certain circumstances 
contains antidiuretic substance which 
modifies the recipient’s response to 
increased blood volume. Rat assay for 
antidiuretic hormone’ supports this 
hypothesis. 


Electromyographic Study of Postural 
Muscles in Various Positions and 
Movements, 


H. Portnoy anp F. Morim (Am. J. 
Physiol., July, 1956) report that the 
electrical activity of “ postural ” muscles 
(sacrospinales, hamstrings, gastrocnemii 
and quadriceps femoris) in normal subjects 
during different positions and movements 
of the body varies in different individuals, 
The sacrospinales become active whenever 
slight displacements of the centre of 
gravity occur. The sacrospinalis of 
both sides participates in lateral flexion 
and extension, and rotation of the 
vertebral column. In leani forward, 
these muscles (except the q iceps) are 
working essentially under isometric con- 
ditions and their electrical activity is 
prominent. Stretch, then, appears to be 
a@ major factor for the activation of these 
muscles. In flexion of the trunk, the 
sacrospinales cease to function at a 
“critical point’. However, further 
trunk flexion occurring mainly at the = 
joints continues to be accompanied b 
the activity present in the hamstrings. 
In more complex movements, such as 
sitting and standing, the same basic 
mechanisms related to stretch and dis- 
placement of the centre of gravity appear 
to hold true. 


Hypothermia in Hemorrhagic 
Shock. 


E, W. Frrepman, D. Daviporr AND 
J. Form (Am. J. Physiol., June, 1956) 
report that precooling to 28°C. alters 
the course of hemorrhagic shock in the 
dog by prolonging the period of tolerance 
to severe hypotension, ‘and by prolonging 
— survival time after transfusion from 

of several hours to an reps 


average 
of thirty hours, Precooling does 


ent death. However, if an antibiotic 
is given at the time of transfusion, all 
precooled dogs recover; whereas normo- 
thermic dogs given an antibiotic at the 
time of transfusion do not recover. 
Precooling ~~ the dog in hzmor- 
rhagic shock by sustaining the anti- 
bacterial Pogpaas gs tagcat — 
in the normothermic 
dog. i protective effects of cooling 
are not secured if it is applied after the 
induction of hwmorrhagic shock. The 
effects of hypothermia upon the cardio- 
vascular dynamics are described, and 
their significance is discussed. 


A Manual Method of Artificial 
Respiration for the Simultaneous 
Resuscitation of Two Victims. 


A. L. Bennett, L. H. Joprey, 
J. CHRISTENSEN AND M. M. MEHRING 
(J. Appl. Physiol., Resa 1956) report 
that a manual method by which one 
operator can effectively apply artificial 
respiration simultaneously to two victims 
has been tested for its efficiency in pro- 
ducing tidal exchange of air. Objective 
criteria for the selection of persons to 
serve as conscious subjects for such tests 
have been presented. Results when 
such selected subjects are used have been 
shown to be valid in terms of a com- 
parison with tests made by others on 
unconscious subjects. The double 
method was found to be nearly as effective 
as the single method of Ho Nielsen. 
Although it requires more effort than the 
latter on the part of the operator, the 
double method is recommended for use 
when there are two victims and no more 
than two operators. 


Mechanics of Glosso-Pharyngeal 
Breathing. 


Cc. R. Conirer, C. W. Dart anv J. E. 
A¥FFELDT (J. Appl. Physiol., May, 1956) 
report that the mechanics of glosso- 
pharyngeal breathing were investigated in 
a a group of post-poliomyelitic patients with 

ed paralysis of the other muscles of 
remerr# The elastic work of breathing 
can be evaluated during glosso-pharyngeal 
breathing, and the resistive work is 
considered to be very small. The work 
done in moving the thorax is greater than 
the work done on the lungs. High 
tracheal pressures could be developed by 
glosso-pharyngeal breathing, and a con- 
current depressant effect on the arterial 
pressure was demonstrated. This effect 
could be minimized by limiting the tidal 
volumes to less than one litre. The 
patients were able to increase the peak 
expiratory volume flow rates of their 
spontaneous cough over four times by 


means of glosso-pharyngeal breathing. 


Effect of Pain on Simultaneous Per- 
ception of Non-Painful Sensory 


oe 

B. BansamiIn Appl. Physiol., 

1956) reports Chat a@ study was 
May, 66) * detconlas -aiepians tie 
presence of pain had any effect on the 
Deeshoid of ‘other sonasiicns cok, if tn, 
5 relation 49 tha pain iohenstie, ieconets 
a relation to the pain in 


mental pein was was goodunel & (a) a a} by produ y produc. doesn 


tion of ischsemia 


ppevanaes oon the upper part af tie 


arm; (b) by the pressure of a rubber- 
— hemostat on the interdigital 
skin ; (c) by intracutaneous injection of 
5% saline solution. Clinical pain was 
studied by com dental patients 
with and without pain. It was found 
that all t of pain tested increase 
the thresholds of hearing, of vision, of 
vibration and of heat sensation. The 
mean threshold-raising effect is generally 
Agra os to the intensity of pain. 
e interference pattern is least pro- 
nounced in trained investigators and 
greater in medical students, while clinical 
patients show it most. It is concluded 
that the sensory interference in the 
presence of i mds to the 
actual pain at the time of testing. How- 
ever, the feeling of pain at the time of 
testing depends not only on the intensity 
of the painful stimulus, but also in a 
negative way on the cognitive ition 
of the subject—that is, his 
and ability to concentrate on the test. 


BIOCHEMISTRY. 


Growth Hormone. 


A. ALLEN et alist (J. Biol. Chem., July, 
1956) have studied the effect of growth 
hormone on the conversion of C!*-labelled 
fatty acids to carbon dioxide or to aceto- 
acetate in rat tissue slices, or homogenates 
under various conditions, Under no 
condition were these conversions 
accelerated by anterior pituitary growth 
hormone, added in vitro, or injected 
prior to sacrifice of the animals. Liver 
slices from rate injected with growth 
hormone a few hours prior to sacrifice 
exhibited a somewhat lower incorporation 
of C14-labelled acetate into fatty acids, 
and an increased incorporation into 
cholesterol. These effects were neither 
marked nor consistent. 


Protein Synthesis. 


E..B. KeuterR anp P, C, ZAMEONIK 
(J. Biol. Chem., July, 1956) have shown 
that for the incorporation of labelled 
amino acids into proteins in an enzyme 
system from rat liver, two cell fractions, 
the microsomes and the soluble cell 
fraction, are essential in addition to the 
C'4.amino acid, ATP and an ATP- 
generating system. When the active 
proteins of the soluble cell fraction are 
nea of low molecular weight substances 

precipitation at pH 5-0, there is 
Iittle formation of labelled protein unless 
either guanosine diphosphate or tri- 
phosphate is added. Either of these 
nucleotides can restore the sctivity to the 
level of the crude 

ion into 


tides. 
and triphosphate, xan 
ont | goanosine dip 
inactive. Guanosine ilies in 
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required in addition to guanosine di- 
phosphate or triphosphate. The micro- 
somal fraction, which is required in this 
system, contains the cytoplasmic ribo- 
nucleic acid. The effect of the guanosine 
diphosphate or triphosphate occurs in the 
presence of this ribonucleic acid. 


Scurvy. 

W. RosErtson anv H. Hinps (J. Biol. 
Chem., August, 1956) have studied pro- 
liferation of a granulomatous repair tissue 
induced in guinea-pigs by the sub- 
cutaneous injection of a carrageenan 
suspension. The collagen-poor tissue that 
formed in guinea-pigs deprived of ascorbic 
acid during tissue development contained 
about five times as much mucopoly- 
saccharide as repair tissue that formed in 
animals adequately supplied with ascorbic 
acid. The predominant polysaccharide 
which accumulates in scorbutic repair 
tissue has been isolated and identified 
as hyaluronic acid. Excessive poly- 
saccharide formation in scorbutic tissue 
was considered to be a factor responsible 
for the degradative histological changes 
observed in collagen during scurvy. 


Urinary Sugars. 

A. A. WuirE anp W. C. Hess (Arch. 
Biochem. & Biophys., September, 1956) 
have developed a method, involving the 
use of a mixed-bed resin column, for the 
preparation of a urine concentrate suitable 
for the paper chromatographic detection 
of small amounts of sugars. Urine from 
15 normal adults, and from 11 children 
and adults afflicted with muscular 
dystrophy was examined. The following 

ars are commonly present in the urine 
from normal humans: lactose, galactose, 
glucose, ribulose, arabinose, xylose, ribose, 
glucuronolactone, _ fructose, zylulose, 
fucose, sucrose, mannoheptulose and 
sedoheptulosé. The presence in urine of 
the last four sugars has not been reported 
previously. The same sugars were found 
in the urine of persons with muscular 
dystrophy. Under the conditions of 
this study, that is, without twenty-four- 
hour urine samples from the patients, 
there were no obvious changes from the 
normal range of spot sizes and intensities. 


Thyroxine. 


D. F. Taptzy (J. Biol. Chem., 
September, 1956) has studied the effect 
of various factors (for example, osmolarity, 
ionic environment, nucleotides and 
metabolic intermediates) on the water 
content of isolated rat liver mitochondria 
under experimental conditions in which 
little or no oxidation or net phosphoryla- 
tion was ocenrring . Certain uncoupli 
agents such as thyroxine and — 
ions caused rapid swelling of the mito- 
chondria under these conditions. On 
the other hand, other uncoupling agents 
such as 2,4-dinitrophenol, dicoumarol and 
pentachlorophenol inhibited the slight 
spontaneous swelling which usually 
occurred. Mitochondria isolated from 
hypothyroid rats showed less swelling, 
and those fre hyperthyroid rats showed 
more than the mitochondria from normal 
animals. The protection against swelling 
provided by uncoupling agents such as 
2,4-dinitrophenol demonstrates that mito- 
chondria are capable of maintaining a 
low water content under conditions in 
which * oxidative phosphorylation does 





not proceed. The effect of thyroxine 
on the morphology of mitochondria 
offers a probable explanation for the 
effect of this compound and related 
substances on oxidative phosphorylation. 


HYGIENE. 


The Tuberculin Skin Test. 


M. L. Furcotow (Am. J. Pub. Health, 
September, 1956) discusses the results 
of extensive tuberculin-test surveys. He 
emphasizes the specificity of the test 
when used in low or intermediate doses 
and outlines its practical value. He 
states that the knowledge obtained 
from tuberculin tests is of value to 
the community and to the health depart- 
ment in comparing the local rate of 
infection with that in other areas of the 
country. Uniform testing of school 
children is valuable to the health 
department in localizing the problem 
in certain sections of the community, 
in certain racial groups, and in special 
geographic regions. While it is desirable 
to test persons of all ages, this presents 
certain difficulties, and the uniform 
testing of school children with a uniform 
dosage of tuberculin appears to provide 
a satisfactory means of comparing 
tuberculin sensitivity in various areas. 
This method has been encouraged by 
the American School Health Association 
in its School Accreditization Program. 
The information secured by tuberculin 
tests is of value to the physician also. 
Knowledge of the prevalence of sensitivity 
to tuberculin and, in most areas, to fungus 
antigens would appear basic to the 
diagnosis of pulmonary illness in any 
area, for it is impossible to evaluate 
a chest X-ray film properly without 
knowledge of the skin test reactions. 
Also, the knowledge of previous tuberculin 
tests is indispensable: in evaluating a 
newly-found positive result from a 
tuberculin test. This will be especially 
true if in the future the preventive 
treatment of tuberculin-converters is 
accepted as a desirable procedure. 


Laboratory Design and the Study of 
Infectious Diseases. 

A. G. Werpum, E. Hanet, G. B. 
Puitiies AND QO. T. Miter (Am. J. 
Pub. Health, September, 1956) refer 
to the need to protect those associated 
directly or indirectly with research and 
laboratory p ures from infection 
by organisms being investigated. 
Fundamental design requirements and 
typical layout sketches are presented 
to assist those interested in building 
new infectious disease laboratories or 
in the conversion of existing facilities. 
Typical safety equipment necessary in 
these laboratories is described. The 
authors state that the basic concepts 
presented and the equipment 
recommended have been proved in actual 
practice and found to be of value in 
reventing laboratory infections. 
Ehateos design features described 
include location of infectious unit, types 
of rooms, floors, ceiling, walls, windows 
and doors required, ventilation and air 
treatment, water supplies, waste disposal, 


the use of ultra-violet irradiation, basic 
safety equipment and animal room 
equipment. The use of formaldehyde 
vaporizers for decontamination of enclosed 
spaces is described in detail. 


The Effects of Air Pollution on 
Plant Life. 


D. F. Apams (Arch. Indust. Health, 
September, 1956) in a paper on air 
pollution, states that the wide variations 
in susceptibility and characteristic 
response of common plants to typical 
contaminants provide a convenient 
method for identifying, determining the 
distribution of, estimating the level of, 
and providing a collection medium for 
subsequent chemical analysis for & 
pollutant. A detailed review of the 
progress of research on the effects of 
sulphur dioxide, hydrogen fluoride and 
‘Los Angeles-type ’’ smog since 1950 is 


- presented (with work published prior 


to 1950 cited to provide continuity 
whenever necessary). Fluoride appears 
to be a cumulative phytotoxicant, which 
may move through the plant vascular 
system to the leaf tip or margin and 
produce foliar necrosis upon accumulation 
of a “threshold concentration ”’. 
Evidence also points toward possible 
enzymatic inhibition. Sulphur dioxide 
and smog exposures result in foliar 
injury only if the rate of tissue absorption 
exceeds the rate at which the plant can 
effectively neutralize the toxic agent. 
Smog, however, can produce growth 
inhibition without producing visible 
injury, whereas sulphur dioxide does 
not produce this so-called invisible 
injury. Reference is made to a catalogue 
of common weeds according to their 
characteristic foliar response and 
susceptibility to a number of pollutants. 


Fly Production in Treated and 
Untreated Privies. 


J. W. KiupatTrick AnD H. F, Scnoor 
(Pub. Health Rep., August, 1956) report 
the results of a survey in Georgia, United 
States of America, to determine what 
effect, the use of certain chlorinated 
hydrocarbons as residual or larvicidal 
insecticides in the treatment of privies 
would exert on housefly and other fly 
production. Thirty privies were treated 
with dieldrin and ten privies with DDT ; 
20 remained untreated. Within four 
weeks the dieldrin-treated privies showed 
a sharp increase in housefly production. 
Average monthly indexes per privy 
increased from 193 to 1946 from May to 
September, respectively. In contrast, 
average monthly indexes for the same 
period for DDT-treated and untreated 
privies were 15, 7, 103, 14, and 36, and 
3, 13, 5, 16 and 10 specimens, respectively. 
Nine privies within a three to four 
block area, treated in groups of three 
with BHC, dieldrin or chlordane, also 
showed increased housefly production 
with a low prevalence persisting in three 
adjacent untreated privies. Both zldrin- 
treated privies and dieldrin-treated privies 
with only the riser walls or the pit 
contents sprayed likewise produced 
incre housefly breeding. A total of 
273,046 flies, representing 123 species, 
76 genera and 36 families, were trapped 
in all privies. 





THE MEDICAL JOURNAL OF AUSTRALIA 


FEBRUABY 23, 1957 





Special Article. 





THE MEDICAL SCHOOL IN WESTERN AUSTRALIA. 





ALTHOUGH the University of Western Australia Act was 
passed in 1911 and the Senate and Convocation were 
appointed in the following year, it was not until the early 
1930’s that the establishment of a faculty of medicine was 
first seriously talked about by the medical profession. In 
the annual report of the Western Australian Branch of the 
British Medical Association, presented at the annual meeting 
in 1981, we read that the Council, with the cooperation of 
the Dental Association and the University and after deputa- 
tions to the Government, had secured the passing of an 
Anatomy Act by Parliament. The University Council had 
been approached to consider the housing of a dissecting 
room in the University buildings. At the 1933 annual 
meeting it was announced that a dissecting room had been 
provided and suitably equipped at the Perth Hospital and 
that members might enrol as dissectors and have “parts” 
allotted to them. It is interesting that the University of 
Western Australia turned a deaf ear to all requests from 
the Branch for the transfer of the dissecting room to 
University premises. Be that as it may, the equipment and 
use of the dissecting room were a witness of the recognized 
need by the members of the medical profession of facilities 
for study. The establishment of a medical school became 
a topic of discussion, and eventually in 1946 the Premier 
of Western Australia decided to do something. In July of 
that year he invited Professor Peter MacCallum, who was 
at that time Professor of Pathology and Dean of the 
Faculty of Medicine of the University of Melbourne, to 
visit Western Australia, there to collect the evidence neces- 
sary to give the Government the benefit of his advice. The 
story is told in a leading article in this journal in the issue 
of January 18, 1947, Professor MacCallum made his report 


to the Premier on October 12, 1946. He envisaged the 


expenditure on buildings and equipment of £220,000, partly 
at the University and partly at the Perth Hospital, together 
with an annual running cost of £30,000 to £35,000. The 
Government of the day found the cost to be too great and 
the project had to be abandoned. 

The matter, however, was so urgent that it could not rest. 
In 1954 Dr. N. Crosby, the Reader in Physiology, visited 
the medical schools in Great Britain, on a grant from the 
university. His report was on his return accepted by the 
Medical Advisory Committee to the Senate, and was partly 
instrumental in reawakening interest in a medical school 
among members of the Government. Another event, already 
recorded in this journal, created what has been described 
as a state of emergency. The University of Adelaide 
announced that because of overcrowding among its students 
and scarcity of its staff it would be unable to undertake any 
longer the clinical teaching of medica] students from other 
States. Some fifteen to twenty had since the second World 
War completed their preclinical, and clinical studies at 
Adelaide after having passed their examinations in the 
basic sciences at Perth. The Vice-Chancellor of the 
University of Western Australia put forward the view that 
if existing hospitals and other buildings were used, a 
medical school could be established at.a cost much less 
than that envisaged by Professor MacCallum. This brings us 
to the establishment in January, 1955, of what has been 
known as the Premier’s Committee. Those appointed to 
the committee by the Honourable A. R. G. Hawke were 
Mr. H, W. Byfield (Under-Treasurer), Dr. J. P. Ainslie 
(representing the Western Australian Branch of the British 
Medical Association), Dr. L. Henzell (Commissioner for 
Public Health), Mr. S. L. Prescott (Vice-Chancellor: of the 
University of Western Australia), Mr. J. G. Griffith 
(Administrator of the Royal Perth Hospital), and Dr. BE. G- 
Saint (Director of Clinical Research at the Royal Perth 
Hospital). This committee’s report was dealt with at some 
length in THE MepicaL JouRNAL OF AUSTRALIA of June 18, 
1955, at page 925. At the risk of appearing wearisome, we 
reprint the six paragraphs, setting out the substance of 
the findings. 


1. A medical school designed to meet the needs of 
Western Australia can be established as a faculty of 
the University of Western Australia, and reasonably 
adequate accommodation can be made available to 
meet the requirements of the State for up to fifteen 
to twenty years. The committee is convinced that the 
establishment of such a medical school is a necessity. 

2. It would cost £278,046 to establish the medical 
“school. This amount was made up of £184,057 for the 





pre-clinical school at the Crawley site, and £93,989 for 
the clinical department established in conjunction with 
declared teaching hospitals, namely, the Royal Perth 
Hospital, the King Edward Memorial Hospital for 
Women, the Princess Margaret Hospital for Children 
and the Fremantle Hospital. The committee pointed out 
that these estimates would vary in thé event of any 
‘marked economic change in Western Australia. 


8. At the present economic level, the annual running 
costs would not exceed £94,716, made up of £38,955 for 
the pre-clinical departments of anatomy, physiology and 
biochemistry, and £55,761 for the clinical departments 
of pathology, bacteriology, medicine, surgery, obstetrics 
and gynecology, child. health and the _ various 
specialties. The committee added that staffing costs 
would naturally need to vary in accordance with salary 
variations that might take place in other universities 
within the period under review. 

4. The committee strongly recommends the setting 
up of a complete school with training in all years of 
the medical course. It recommends that the clinical 
teaching should commence in 1957 for Western Aus- 
tralian students who have completed their pre-clinical 
course at the University of Adelaide, and that pre- 
clinical training in Western Australia should start in 
1958. To enable this to take place, governmental 
decision would have to be made not later than the end 
of April, 1955, so that the necessary appointments 
could be made and building adaptations commenced. 

5. The committee’s main conclusions are elaborated 
in addenda to the report. In the first place, there is a 
general description of the problem and the method 
recommended for solution (this occupies three separate 
parts). Secondly, details of accommodation planning 
and estimates are given in two separate parts. Thirdly, 
consideration is given to the necessity for. special legis- 
lation in one part. Recommendations for the starting 
date of the school are discussed in another part, and 
the last part deals with the question of fees. 

6. The committee states that in the performance of 
its task it has become very concerned with medical 
and hospital problems which will face the State during 
the next twenty years. The increasing shortage of 
hospital beds in the metropolitan area and the recom- 
mendations already made to the Government by the 
State Health Council to make good these shortages 
progressively will have an important influence on the 
planning of medical education in the future. The com- 
mittee thinks that it would be failing in its duty if it 
did not draw to the Government’s attention the serious- 
ness.of the situation. It has included a special addendum. 
dealing with-the matter. 


Little remains to be added—everyone must be familiar 
with the story of the successful financial appeal to the 
people of Western Australia. The Government accepted in 
toto the recommendations of the Premier’s Committee. It 
undertook to contribute half of the estimated capital cost 
of £300,000 and to provide the annual maintenance costs of 
£100,000. In July, 1955, the Medical School Appeal Com- 
mittee was set up, Mr. S. L. Prescott and Mr. J. G. Griffith 
being appointed co-directors. That the people of Western 


- Australia contributed approximately £560,000 was indicative 


of public realization of what the State needed, and the 
medical profession’s contribution of £40,000 was a mag- 
nificent gesture. The result was that certain building 
alterations were begun at the University and at the Royal 
Perth Hospital towards the end of 1955 and that appoint- 
ments of professorial chairs were made during the period 
April to July, 1956. 


Appointments to Chairs. 


The following appointments to chairs were made. 


Obstetrics and Gynecology: Gordon King, O.B.E., L.R.C.P., 
F.RCS., F.R.C.0.G., a graduate of London Hospital Medical 
College, 1924. He is a former head of the Department of 
Obstetrics and Gynecology, Peking Union Medical College, 
end Associate Professor of Obstetrics and Gynzcology, 
Cheeloo University Medical School; he has been Professor 
of Obstetrics and Gynecology in the University of Hong 
Kong from 1938 until the time of his present appointment. 
Professor King has been Dean of the Faculty of Medicine, 
University of Hong Kong, from 1940 to 1949, and from 
1951 to 1954. In 1955 he was elevated to the pro-vice- 
chancellorship of the University of Hong Kong. During 
the war Dr. King was head of the Department of Obstetrics 
and Gynecology at the National Central Hospital of the 
Chinese Government at Chungking, and he organized ‘the 
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relief scheme for Hong Kong university students. During 
the period of reconstruction in Hong Kong from 1945 to 
1946, he acted as Assistant Director of Medical Services in 
the Civil Affairs Administration with the rank of lieutenant- 
colonel, Royal Army Medical Corps. 


Surgery: Cecil Wildred Dickens Lewis, BSc. MS., 
F.R.C.S., a graduate of the University of Wales (1939). He 
served throughout the War in the Royal Naval Volunteer 
Reserve, on escort ships, and as Senior Medical Officer at 
the Royal Naval Hospital in Iceland, and as Deputy Senior 
Medical Officer of the Royal Marine Infirmary, Portsmouth. 
He became Lecturer in Anatomy at the National School of 
Medicine, Cardiff, in 1946, and has been successively Lecturer 
and Second Assistant, and Senior Lecturer in the Surgical 
Unit of the Welsh National School of Medicine, and 
Honorary Consultant in Surgery to the United Cardiff 
Teaching Hospitals. 


Medicine: Eric Gaiton Saint. B.Sc., M.D., F.R.A.C.P., a 
graduate of the University of Durham, 1942. He served in 
the Royal Air Force Volunteer Reserve. He was Research 
Assistant in the Nuffield Department of Industrial Health. 
University of Durham, from 1946 to 1948. He joined the 
Flying Doctor Service of north-west Australia, and became 
Associate Assistant, Clinical Research Unit, Walter and 
Eliza Hall Institute, Royal Melbourne Hospital. Since 1952 
he has been Director of Clinical. Research at the Royal 
1966.1 mo He was a Commonwealth Fund Fellow in 


Microbiology: Neville Fenton Stanley, D.Sc., graduate of 
the University of Adelaide, 1942. He was Demonstrator in 
Bacteriology at the University of Adeiaide from 1942 to 
1944; he became Assistant Bacteriologist in the MclIlrath 
Department of Pathology, Prince Henry Hospital, Sydney, 
and was appointed Acting Director of the Institute of 
Epidemiology and Preventive Medicine .in 1948. Since 1954 
he has been Director of the Institute of Preventive Medicine, 
Prince Henry Hospital, and tutor in the Department of 
Bacteriology, University of Sydney. He is a member of 
the staff of Facerpita Medica, and was Australian delegate 
to the Third International Poliomyelitis Congress in Rome. 
He has travelled extensively among virus laboratories in 
= States of America, Canada, Europe and South 

rica. 


Pathology: .Rolf Eduard ten Seldam, M.D., a graduate of 
the University of Leyden, 1932. He was a Teaching Fellow 
and Junior Lecturer in Pathology of the University of 
Leyden, Senior Resident in Pathology at the Municipal Hos- 
pital, Rotterdam, and second Pathologist at the Municipal 
Hospital, The Hague. From 1936 to 1942 he was Director of 
the Dutch East Indian Cancer Institute, Bandoeng, Java, 
and Consultant Pathologist at the Municipal Hospital of 
Bandoeng. He was medical officer in prisoner-of-war camps 
in Java and Sumatra in 1942 to 1946, for which service he 
was mentioned in dispatches. From 1947 to 1952 he was 
Director of Pathology of the Roman Catholic hospitals in 
Eindhoven, Holland. From 1952 to 1954 he was Senior 
Lecturer, and from 1954 to the date of appointment Reader 
in Pathology in the University of Sydney. He is a member 
of the Pathological Society of Great Britain and Ireland. 


Anatomy: David Cecil Sinclair, M.A., M.D., a graduate of 
the University of St. Andrews, 1937. He was Demonstrator 
and Lecturer in Anatomy in University College, Dundee, 
from 1938 to 1940. He served from 1940 in the Royal Army 
Medical Corps, and in 1942 as physiologist with the Chemical 
Defence Experimental Station, and in 1943 he was seconded 
to the Australian Ministry of Munitions as Head of the 
Physiology Section of the Australian Chemical Warfare 
Research Experimental Section, North Queensland. In 1944 
he acted as Assistant and then Chief Superintendent of 
the Australian Field Experimental Station. Since 1949 he 
has been University Demonstrator of Anatomy at Oxford 
University, and concurrently Lecturer in Anatomy in the 
Ruskin School of Fine Art and at Pembroke College. In 
1951 he was a member of the Fighting Vehicles Research 
Panel of the Medical. Research Council. 


Physiology: Wilfred John Simmons, B.Sc., D.Phil., M.B., 
B.S., a graduate of the Universities of Queensland and 
Oxford. He was Demonstrator and Lecturer in the Depart- 
ment of Physiology, 1939 to 1941, in the University of 
Queensland. He served with the Royal Australian Air 
Force as a member of the Air Force Research Unit. In 
1946 he became Lecturer in Pathology in the University of 
Queensland. From 1947 to 1950 he held a Nuffield Dominion 
Fellowship at the University of Oxford, and was Dominion 
Demonstrator in Physiology in the University. From 1950 
to the time of his appointment he was Senior Research 
Assistant at the Kanematsu Institute of Pathology, Sydney 





Hospital, and part-time Lecturer in Physiology at the 
University of Sydney. He is a member of the Physiological 
Society of Great Britain. 

Biochemistry: Joseph William Lugg, D.Sc., Ph.D., D.LC. 
a graduate of the Universities of Western Australia and 
London. He was Demonstrator in the Department of 
Chemistry, University of Western Australia, in 1929, and 
successively Chemist, Biochemist and Research Officer in 
the Commonwealth Scientific and Industrial Research 
Organization, Division of Animal Nutrition, Adelaide, and 
Senior Research Officer from 1941 to 1946. He was Senior 
Lecturer in Plant Biochemistry in the University of Mel- 
bourne from 1946 to 1947. Since 1948 Dr. Lugg has occupied 
the Chair of Biochemistry in the University of Malaya. 


Child Health: It is expected that the Chair of Child 
Health will be filled some time in 1957. . 


Implementation of Plans. 


After the arrival of occupants of most of the chairs an 
interim faculty held a meeting for the first time in 


December, 1956. 


Teaching will commence in February, 1957, the first year 
course offered by the University of Western Australia in 
chemistry, physics and biology proceeding as usual, and 
sixth year Western Australian students returning from 
Adelaide will complete their studies in the clinical depart- 
ments established at the Royal Perth Hospital and the King 
Edward Memorial Hospital (obstetrics). These final year 
students will graduate in November, 1957, with a South 
Australian degree. In 1958 a further corps of sixth year 
students will return, together with a number of fifth year 
students. At the same time teaching in the pre-clinical 
subjects (anatomy, physiology and biochemistry) will begin. 
Ir 1959, returning fourth and fifth year students. will be 
walking the wards. By 1960 the faculty will be receiving 


its full complement of medical students. 


The 1957 curriculum will consist of a number of items 
which have not been completed in Adelaide—notably a period 
of voluntary clerkship in general practice, ward and out- 
patient work in medicine, surgery, gynecology and the 
specialties (orthopsedics, dermatology, anzsthetics, tubercu- 
losis, psychiatry)—and will include a short period of 
obstetric residence. 

While clinical teaching is in progress completion of the 
building programme will be taking place. At the Crawley 
(University) site one army hut has already been converted 
into a functioning Department of Physiology, and the con- 
version of a neighbouring hut into a Department of Anatomy 
should take place in 1957; at the same time a start will be 
made on a two-storied permanent biochemistry department 
building. 

At the Royai Perth Hospital the Medical Library, 
incorporating a branch of the main University Library, the 
British Medical Association Library—which generously 
donated its resources and literature in the course of the 
negotiations which led to the establishment of the school— 
and the Royal Perth Hospital Library has been open and 
in use since February, 1956. It is anticipated that the 
converted three-storied building (which was formerly the 
radiotherapy block of the old Perth Hospital) will be opened 
for use early in 1957. The basement will accommodate 
student locker and common rooms, the ground floor will 
heuse the administrator’s offices, faculty, common and com- 
mittee rooms, and research laboratories; the first floor will 
provide for pathology research laboratories and a museum); 
and the second floor, microbiology research rooms, a 
students’ laboratory and a lecture theatre. 

The “new” Royal Perth Hospital, opened in 1948, was 
planned as a municipal hospital in the years immediately 
preceding the war. The enormous developments which have 
taken place during the last decade in the laboratory 
sciences, and the recent change of role from a municipal to 
a teaching hospital, have created serious strains on accom- 
modation. Soon after the hospital was opened the serious 
shortage of laboratory space became apparent. Three- 
fourths of the total area of the fourth floor (of a nine- 
storey building) have recently been, and still are, in the 
process of being converted to expanded laboratories of 
departments of clinical biochemistry, hzmatology and 
microbiology and histopathology. The Department of Micro- 
biology, directed by Professor Stanley, will continue to 
accommodate for some while to come the Public Health 
Bacteriological Services. Reconversion of the autopsy suite 


of the hospital to serve the needs of the University Depart- 
ment of Pathology will take place during 1957 (Professor 
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ten Seldam also holds the honorary appointment of 
Pathologist). 

Limited accommodation has been made available for 
offices of the. Departments of Medicine and Surgery in the 
hospital in converted four-bed wards. 


<a 
——- 


British Medical Association Mews. 








VICTORIAN BRANCH NEWS. 





Section of Industrial Medicine. 


THE next meeting of the Section of Industrial Medicine of 
the Victorian Branch of the British Medical Association will 
take the form of a week-end discussion group at Manyung, 
Mornington, on Saturday and Sunday, March 2 and 3, 1957. 
The subjects for discussion will be “The Scope and Practice 
of Industrial Medicine”, “Medical Legislation in Victoria” 
and “Future Trends in Industrial Medicine”. All interested 
members of the Association and their wives are invited to 
attend. Inquiries may be addressed to the Honorary Secre- 
tary of the Section of Industrial Medicine, Dr. W. F. Cooper, 
P.O. Box 1714, Melbourne. 





Mut of the Past. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and histerical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 








TO THE PHYSICIAN GENERAL AT NEW SOUTH 
WALES.’ 





[From the Wentworth Papers.] 





Calcutta, 
18 March 1813. 


Sir, 


I am instructed by the Bengal Medical Board to transmit 
to your address supplies of vacefme virus by the ship Eliza, 
Captain Murray, in the hope of introducing the vaccine at 
N.S. Wales or at least to give a chance of effecting so 
desirable an ‘object. As the vessel touches at Bencoolen I 
have also sent instructions to Mr. Lumsdain the Supt at 
that settlement to forward further supplies which will 
possess the advantage of being of ‘more recent date and as 
Captain Murray seems to expect a detention of about a fort- 

night at Van Diemens Land I am not without hopes that he 
may be able to carry with him recent virus from vaccine 
pustules reproduced during his stay there, either from the 
supplies he will carry from this place to the medical officer 
in charge or that Mr. Lumsdain may forward from 
Bencoolen. 

I send to you from this place 2 phials one containing 
recent dry Scabs or Crusts from perfect pustules which has 


been found in this Country one of the most certain means . 


of preserving the virus in a state of activity for a length 
of time and the easiest mode of conveying the Infection to 
a distance. The other phial contains slips of Ivory with 
lancet points moistened with the lymph as it is exuded from 
the vesicle on the 7th day after inoculation. I have been 
induced to prefer this mode of,sending it to any other in 
consequence of the success that attended the employment 
ot a similar slip on the first introduction of the vaccine at. 
N.S. Wales after it had been kept for upwards of five 
months. To give the best chance of success in using the 
slips of ivory it seems most advisable not to moisten them 
previously but to insert the point in a small puncture made 
with a lancet under the skin which will draw blood enough 
to mix with the dried matter on the surface. 


You probably know that Mr. Bryge of Edinburgh was the 
first person who recommended the employment of the Crust 
or Scab in vaccination and are already acquainted with his 
instructions relative to its use but in case you should not I 
beg to inform you that it is to be reduced to a fluid state 


1 From the original in the Mitchell Library, Sydney. 





about the consistence of the Lymph from the Vesicle by 
means of a very small quantity of cold water and then 
inserted by puncture in the same way as when vaccinating 
with fresh virus. 

I earnestly wish you success in again restoring to the 
Inhabitants of N.S. Wales the benefits of the Jennerian dis- 
covery of the efficacy of which as a Prophylactic against 
the dreadful scourge of smallpox I continue thoroughly con- 
vinced, having never yet in my own experience had reason 
to’ doubt it. 

_ I am your obedt. servant 
Wiu1uM RUPELL, 
Superintendent General of Vaccine 
Inoculation. 





Correspondence. 





EXPERIMENTAL CARDIOPNEUMOPEXY. 





Sir: In a review of experimental cardiopneumopexy on 
page 82 in the journal of January 19, 1957, the statement is 
made: “To perform the operation (in humans) would require 
a great deal of courage on the part of both the surgeon and 
the patient when one recoilects the usual outcome of pul- 
monary artery blockage.” 


Presumably the reviewer is recollecting the catastrophe of 
a major pulmonary embolus; but I would assure him that 
ligation of the pulmonary artery to the lingula is a trivial 
and quite harmless procedure even in a person with coronary 
disease. I am somewhat surprised at the statement that so 
far this operation has been performed only upon dogs, 
because when I was in the United States in 1955 a great 
many operations were being performed by various methods 
designed to revascularize the myocardium, and this method 
was freely discussed and; I understood, was being used 
either as a sole method or a supplement to poudrage of the 
pericardium by a number of surgeons. 


Yours, etc., 
Victor Horsley Chambers, Cc. J. Orricer Brown. 
12 Collins Street, 
Melbourne. 
February 4, 1957. 





PHARMACEUTICAL BENEFITS UNDER THE 
‘PENSIONER MEDICAL SERVICE. 


, 





Sir: It is about time somebody wrote to your journal 
voicing their opinion of the Keystone bureaucracy who 
control and direct the pensioner pharmaceutical benefits. 


My present indignation is brought about by the mag- 
nificent piece of bureaucratic obscurantism contained in 
the following item taken from their recent amendments: 
“The following drugs and medicinal preparations are no 
longer available as benefits unless they are prescribed in 
another form specified in relation to the drug or medicinal 
preparation in a monograph in the B.P. 1953... .” 


After consultation with several practitioners and chemists, 
it is possible we have determined the meaning of the above; 
but nevertheless we are not quite sure. 


Of course, this is only a portion of my objection to the 
“off again, on again, gone again Flanagan” character of the 
pensioner pharmaceutical benefits. Every three months or 
less I am confronted with amendments, deletions, additions 
to the benefits. Numbers of tablets, quantities of mixtures 
and numbers of repeats of the same drugs are continually 
being altered. I have a reasonable memory, but these are 
completely beyond me. 


The original principle accepted by the profession—namely, 
freedom of prescribing of official B.P. drugs for pensioners— 
was excellent. Today, however, it is a hotch-potch of semi- 
B.P. 1953, B.P.C., A.P.F. and B.P. of some far distant year. 
They now gloriously limit some B.P. 1953 items to a par- 
ticular preparation—for example, cestradiol monobenzoate 
can only be prescribed as an injection. For some time I 
have used this preparation in a cream for pensioners 
suffering from senile vaginitis; but why should. I worry! 
Instead of one consultation a week (at the most) if I use 
the cream, I can now bring the patient back daily for 
injections without bothering my conscience. 
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In any case, is it beyond them to consider the B.P. 1953 
and its Addendum satisfactory for the complete requirements 
of pensioners? Could they not possibly call in some general 
practitioner to advise them? By doing this they would 
relieve general practitioners and pharmacists from finding it 
necessary to administer to themselves phenobarbitones and 
tranquillizing tablets after receiving, reading and endeavour- 
ing to decipher and understand each new amendment to the 
pharmaceutical benefits. 

e Yours, etc., 


4 Robey Street, 
M 


ascot, 
New South Wales. 
February 7, 1957. 


C. EH. JAEDE. 





AN APPEAL FOR A DOCTOR FOR NEW GUINEA. 





Str: We have been making endeavours to obtain a 
relieving surgeon for our Mission Hospital, Yagaum Hos- 
pital, Madang, New Guinea. The hospital referred to is the 
leading hospital on our Mission in New Guinea. This hos- 
pital is open to white, native and Chinese patients, and it 
gives complete treatment for all manner of illness to the 
people of the area as in-patients and out-patients. In 
addition, it is a central hospital for our Mission. It has 
- wards for 26 Europeans and 400 natives, between 3000 and 
3500 patients are treated annually, and out-patients are in 
addition to this number. There are special sections for the 
treatment of Hansen’s disease and also tuberculosis. 


Dr. Braun, the superintendent of the hospital, will shortly 
be leaving for furlough, and we are in desperate straits 
trying to find a replacement for him. Dr. Braun’s main 
duties have been in the field of surgery and obstetrics, and 
his replacement would have to have surgical experience. 
We require a doctor, preferably in Christian mission, and of 
necessity a Christian individual, who will be able to take 
over duties as soon as possible and hold the position for 
about eighteen months. This hospital is a training centre 
for medical aids (men) and nurses (women), and certain 
lectures are given to these trainees. Here is a wonderful 
opportunity for Christian service, practical experience and 
research in tropical diseases. As far as salary is concerned, 
‘we would prefer to negotiate with the applicant. 


We would request your assistance to help us find a man 
who could take over as doctor at our hospital, and we would 
appreciate any efforts in the direction of advertising which 
you could make on our behalf. If there is any further 
information which you would require, we should be very 
anxious to furnish it. 

Yours, etc., : 
R. W. Geruarpy (Reverend), 
Secretary, United Lutheran Church in 
Australia, New Guinea Mission Board. 
10 Park Road, 
Nundah, N.E.3, 
Queensland. 





A METHOD OF FIXATION FOR MULTIPLE RIB 
FRACTURES. 





Sir: I would like to amplify the importance of certain 
principles referred to in the article by Dr. M. Glick entitled 
“A. Method of Fixation for Multiple Rib Fractures, with 
Report of a Case”, and the letter from Dr. H. J. Richards 
on this subject. 


It is generally known that an open sucking wound of the 
chest must be closed by whatever means are to hand. It 
is not generally known that an injury which causes sufficient 
damage to the thoracic cage as to result in a large floating 
area of chest wall has the same effects as an open sucking 
pneumothorax, and if severe, may require immediate inter- 
vention, The case described by Dr. Richards illustrates 
this, and the use of an intermittent positive pressure 
apparatus with a “demand” type of valve is a very real 
advance in the management of patients with such, and 
other, respiratory difficulties. 

Following injuries as described by Dr. Glick and Dr. 
Richards, in a number of diseased states, and following 
operations, a complex chain of physiological events may 
occur resulting in lowering of the arterial oxygen saturation, 
retention of carbon dioxide, and disturbances of the acid- 


base balance. Clinically these changes may be manifest by 
a shock-like state with pallor, peripheral vasoconstriction, 
sweating, mental changes or even coma. Cyanosis may not 
be very obvious. When a patient is seen suffering from 
multiple injuries involving the chest, the head and the 
abdomen, it may be impossible, therefore, to assess accurately 
whether such a patient is suffering from the head injury, 
anoxia or internal hemorrhage. 


From a consideration of these facts, it is apparent that 
the only way to assess such patients is to make the appro- 
priate physiological observations. Only when it is recog- 
nized that hospitals must have on their staffs.a physiologist 
for the day-to-day care of patients, as they have patholo- 
gists and hbiochemists, will the management of the seriously 
injured be put on a more prompt and rational basis. 

Yours, etc., 
Ian Monx. 

British Medical Association House, 

135 Macquarie Street, 
Sydney. 
February 9, 1957. 





THE 1956 OLYMPIC GAMES. 





Sir: Before the 1956 Olympic Games were held, an appeal 
to the profession was made through your columns. As was 
expected, the response was magnificent. All necessary 
medical service was provided on an honorary basis, and 
there is general agreement that this service was quite up 
to the very high standard set by all branches in the conduct 
of the Games. 


On behalf of the Medical Committee, I would like to 
express our keen appreciation and our sincere thanks to all 
who served so generously, and who made this satisfactory 
result possible. 


This is also a fitting time to pay our tribute of apprecia- 
tion to many non-members of the profession to whom tke 
Medical Committee is deeply indebted. A thoroughly efficient 
dental service was provided on an nonorary basis at the 
Village by the Victorian members of the Australian Dental 
Association. The Victorian Chiropodists Association pro- 
vided a similar and very welcome service in its department. 
Many of the large drug and equipment firms were extra- 
ordinarily generous in the provision without charge of 
many thousands of pounds worth of equipment of all types 
needed in the setting up of a medical service. Finally, the 
armed services, by the loan of both equipment and personnel, 
made a contribution without which it would not have been 
possible to stage the Games. 

Yours, etc., 
H. G. FURNELL, 

Melbourne, Chairman, Medical Committee. 
January 21, 1957. 





EPISTEMOLOGY AND MEDICAL QUALIFICATION. 





Sir: When I remarked to a patient that every doctor is 


-either a fool or a specialist by the age of forty, she replied, 


“Well, you could be all three”’—which focuses neatly the 
chaos of one of the most difficult problems in medical 
politics. In this vitally important, epistemologically 
unexplored thicket (so far regulated by  hit-or-miss 
empiricism), the cooperation of medical and legal men of 
good-will, intelligence and ‘character is sadly needed. 
Medicine and law need coordination. Medicine as far as 
it is an applied science rests on inductive logic (ignored 
by Aristotle). Law in everything except medical evidence 
depends on deduction and remains Aristotelian; yet the 
law, particularly in the lower courts, by a species of fal- 
lacious induction, recognizes the medical “specialist by 
topography”. The process of reasoning goes: “If Drs. A, 
B, C, E, F. G... room in a certain street and are competent 
specialists, then Dr. D who rooms in the same street is also 


a specialist.” Which is all very well for the owners and 
estate agents of rooms in the street, but is logically 
indefensible. 


Even worse is the “indelible imprint” of “higher” degrees. 
Claudius Galen, Andreas Vesalius, Sir William Harvey, Isaac 
Letsom (the founder of the Royal College of Physicians), 
Hugh Owen Thomas, Sir Robert Jones and Sigmund Freud 
managed without them. So, locally, did Sir Alexander 
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MacCormick, Sir John McKelvie, Dr. Havelock Ellis (who 
became president of the Medicolegal Society of Great 
Britain) and Joseph Bancroft. 

It is high time that there was a revolt against specializa- 
tion by topography, and/or pen-pushing, and/or time- 
serving 

And art made tongue-tied by authority, 
And folly (doctor-like) controlling skill. 


(I quote from Shakespeare’s 66th Sonnet.) The revolution 
in legal standards for recognition of medical skill is well 
overdue, but there is no medico-legal society in New South 
Wales. Yet both professions have the same epistemology. 
‘ Yours, etc., 
607 New South Head Road, GODFREY Harris. 

Rose Bay, 

New South Wales. 

February 1, 1957. 





Dbituarp. 





BRYANT OSWALD BLADEN. 





Tup following appreciation of the late Dr. Bryant Oswald 
Bladen has been prepared by Dr. R. I. Greenham. 


Dr. B. O. Bladen died suddenly at his home in Perth on 
the morning of October 14, 1956. 


Bryant Oswald Bladen was born at Ararat on November 
21, 1900, the second son of the Reverend A. P. and Mrs. 
Bladen, his father being a prominent member. of the 
Methodist Church. 


“Bob”, as he was affectionately known to a very wide 
circle of friends and acquaintances, received his.early educa- 
tion in Hobart and Maryborough, Victoria. In 1915, as the 
winner of an entrance scholarship, he entered Wesley Col- 
lege, Melbourne, and he had an outstanding scholastic and 
sporting record there. He represented Wesley in both 
rowing and football. In 1918, his final year at school, he was 
captain of the football team. One of his proudest possessions 
was the cover of the ball used in the final match which gave 
Wesley the championship. 


As an extra-collegiate student of Queen’s College, “Bob” 
commenced his medical course at the University of Mel- 
bourne in 1919, graduating with honours in 1923. During 
this period he was a prominent member of the University 
of Melbourne “Black” football team, receiving a full blue in 
that sport. At the conclusion .of his course he served as 
resident medical officer at Fairfield Infectious Diseases Hos- 
pital, and later at the Women’s Hospital, Melbourne. 


In 1926 he was appointed to the clinic dealing with 
“miners’ phthisis”’ at Kalgoorlie, working most effectively 
until he decided to take up general practice in Narembeen, 
in the wheatbelt area of Western Australia, commencing 
practice there in 1927. He practised at Narembeen for ten 
years, before moving to Victoria Park in 1937, where he 
worked in association with Sir Thomas Meagher until his 
final move to Guildford in 1946, where he conducted a busy 
practice until his death. 


During the years in general practice “Bob” gained a wide 
reputation amongst patients and colleagues as a sound 
medical practitioner possessed of a charming and out- 
standing personality. The attendance of between six and 
seven hundred people at the funeral was an indication of 
the very high esteem in whith he was held by patients and 
colleagues alike. A large part of his practice was devoted 
to obstetrics, while at the same time he did a considerable 
amount of major surgery. Confining himself within certain 
limits, the surgical work which he did was always of a very 
high standard. He was particularly favoured with the trust 
and affection of both the young and the aged among his 
patients, encouraged, as they always were, by his engaging 
personality and cheerful outlook. 


Apart from the heavy demands made upon him by his 
‘practice, “Bob” served his colleagues on the Western Aus- 
tralian Branch Council of the British Medical Association 
from 1950 until his death. During the greater part of that 
time he was chairman of the contract practice subcommittee. 
For several years he served as medical officer to the Western 
Australian Cricket Association, and to the Western Aus- 
tralian National Football League. He was a committee man 
of the Swan Districts Football Club, and just prior to his 


death had been elected a life member of that club for 
services rendered. Other medical interests comprised those 
of medical officer to the “Woodbridge” Old Women’s Home, 
to the Nathaniel Harper Homes and Nulsen Haven for 
mentally retarded children, and medical officer of health to 
the municipality of Guildford, as well as honorary medical 
officer to the Methodist Conference of Western Australia. 


For many years “Bob” had been an active member of 
Grand Lodge, attaining the office of past deputy grand 
master a year or so prior to his death. During his period 
as director of ceremonies in Grand Lodge he saw the con- 
secration of thirty lodges. At the time of his death he held 
cffice as vice-president of the Rotary Club of Swan Districts, 
through which medium he gave additional service to the 
community. As a mark of the affection and esteem in which 
he was held, his fellow members of the Rotary Club have 
sponsored and completed the erection of an attractive 
memorial wishing well by the entrance to the Swan Districts 
Maternity Hospital, where most of his obstetrical work had 
been done during the past two years. Despite all the 
demands made upon him by -these diverse activities and 
interests, “Bob” still found time for work in the large and 
attractive garden at his home; and for the many privileged 
to enjoy his friendship and fellowship, there was nothing 
more delightful than to spend an evening in the circle of 
his happy family listening to his fine baritone voice or just 
talking. 

To his bereaved wife and family is extended the sincere 
sympathy of a very wide circle of friends, both within and 
without the medical profession, in their loss of a husband 
and father who exemplified at all times the Rotary motio: 
“Service Above Self.” 

Si 


MARY BOOTH. 





We are indebted to Dr. Marjory Little for the following 
account of the late Dr. Mary Booth. 


Dr. Mary Booth, who died on November 28, 1956, at the 
age of. ninety-one years, was a graduate of the University 
of Edinburgh, but throughout her life her interest in her 
profession came second to her determination to make the 
world a better place for sections of the community whose 
need appealed to her. 


As a child I remember meeting Dr. Booth in Edinburgh, 
when my sister and I spent a school holiday with our 
father, who was attending.a post-graduate course at his old 
university. We were rather awed when invited to take tea 
with Dr. Booth and her two fellow students, Dr. Agnes 
Bennett and Dr. Kate Hogg, but appreciated their many 
kindnesses as our acquaintance blossomed into friendship. 


On -her return to Australia Dr. Booth practised for a 
time in Hunter Street, but relinquished private practice to 
undertake lecturing on hygiene and health to senior girls in 
some of the public and private schools. 


During ‘the first World War Dr. Booth soon realized the 
needs of servicemen on leave in Sydney for a meeting place, 
and quickly became the prime mover in the establishment 
of the Soldiers’ Club in an old hotel! in George Street. Here 
men could obtain dormitory accommodation over short 
periods of leave and were assured of a friendly welcome 
and some entertainment. Here Dr. Booth deservedly earned 
the title of “the Soldiers’ Friend”, and no member of the 
forces was ever known to appeal to her in vain. 


The Soldiers’ Club functioned for a time after the end 
of the war, and when ex-service women from overseas, 
mostly assisted migrants, began to arrive Dr. Booth quickly 
realized their needs and founded the Ex-Service Women’s 
Club. Accommodation was made available for these often 
lonely women in the Soldiers’ Club for weekly evening 
meetings, and many happy gatherings of ex-W.A.A.C.’s, ex- 
W.R.A.F.’s and ex-W.R.E.N.’s with members of the Aus- 
tralian Imperial Force resulted. 


To afford the mothers and wives of ‘the men on active 
service opportunities to meet and to cooperate in their 
common interest Dr. Booth inaugurated the Anzac Fellow- 
ship of Women, which has remained in active operation 
till the present day. 

A more recent interest was the establishment of the 
College of Domestic Art and Science at Kirribilli. To this 
college Dr. Booth gave her home and much other financial 
support. 

As so frequently happens with people of dominating 
personality, Dr. Booth was not always an easy fellow 
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worker, but the complete absence of self-interest in every- 
thing she undertook and her organizing ability commanded 
the respect and cooperation of all. If, as has been sug- 
gested, her portrait, painted by a well-known artist, finds 
a resting place in the War Museum at Canberra, a 
permanent recognition of this friend of ex-service men and 
women will have been achieved. 


<i 
Seat 


Marval, Wilitary and Ait Force. 








APPOINTMENTS. 





THE following appointments, changes et cetera have been 
promulgated in the Commonwealth of Australia Gazette, 
No. 2, of January 10, 1957. 


AUSTRALIAN MILITARY Forces. 
Australian Regular Army. 
Royal Australian Army Medical Corps (Medical). 


To be Captains, with Short Service Commissions for a 
Period of Two Years.—3/12028 James Thomas O’Dawd, 3rd 
September, 1856, and 3/12029 Peter Younger Kyle, 5th 
September, 1956. 


Citizen Military Forces. 
Northern Command. 


Royal Australian Army Medical Corps (Medical) .—1/39173- 


Captain (provisionally) H. R. West relinquishes the pro- 
visional rank of Captain and is transferred to the Reserve 
of Officers (Royal Australian Army Medical Corps 
(Medical)) (Northern Command) in the honorary rank of 
Captain, 15th September, 1956. 


Eastern Command. 


Royal Australian Army Medical Corps (Medical) .—2/127048 
Captain (provisionally) D. R. McDonald relinquishes the 
provisional rank of Captain, is transferred to the Reserve 
of Officers (Royal Australian Army Medical Corps (Medical)) 
(Eastern Command), and is granted the honorary rank of 
Captain, 20th September, 1956. 


Southern Command. 


Royal Australian Army Medical Corps (Medical) .—5/32053 
Colonel F; K. Wallace, O.B.E., E.D., relinquishes the appoint- 
ment of Assistant Director, Medical Services, Headquarters 
8rd Division, 3lst December, 1956, and is transferred to the 
Reserve of Officers (Royal Australian Army Medical Corps 
(Medical)) (Southern Command), 1st January, 1957. To be 
Colonels: Lieutenant-Colonels (Temporary Colonels) 3/63671 
K. H. Heard, 1st September, 1956, and 5/32053 F. K. Wallace, 
0.B.E., E.D., 12th November, 1956. 


Tasmania Command. 


Royal Australian Army Medical Oorps (Medical).—6/15269 
Captain (provisionally) R. G. Smith is seconded whilst under- 
— eaeemune studies in the United Kingdom, 3rd 

une, 


Reserve Citizen Military Forces. 
Royal Australian Army Medical Corps (Medical). 
Southern Command.—The resignations of the following 
officers of their commissions are accepted: Honorary 


Captains M. Drake, 20th August, 1956, and C. A. Barbaro, 
24th September, 1956. 


Roya AUSTRALIAN AiR FORCE. 
Permanent Air Force. 
Medical Branch. 

Pilot Officer Arthur Victor Leslie Hill (036613) is trans- 
ferred from the Reserve and appointed to a temporary com- 
mission, 20th July, 1956, with the rank of Pilot Officer 
(Student). 

Rupert William Munson (0218089) is appointed to a short- 
Service’ commission, on probation for a period of twelve 
months, 2nd October, 1956, with the rank of Flight 
- Lieutenant. 


The probationary appointment of Flight Lieutenant A. 
MacK. Muirhead (042575) is confirmed. 


Flight Lieutenant A. E. Greentree (022681) is transferred 
to the Reserve, 13th October, 1956, on completion of his 
short-service commission. 


Squadron Leader K. M. Woods (023095) is appointed to a 
permanent commission, 22nd August, 1956. 


The short-service commission of Wing Commander H. T. 
Hardy (036451) is extended to 8th March, 1957. 


Active Citizen Air Force. 
Medical Branch. ° 


Sydney University Squadron.—Pilot Officer T. A. G. Torda 
(0211567) is transferred from the Reserve, 10th May, 1956. 


Air Force Reserve. 
Medical Branch. 


* The following are appointed to a commission with the 
rank of Flight Lieutenant: Myles, Michael Kehoe (277637), 
William James Hamilton (425507), 28th October, 1955; David 
Oliver Tonkin (257967), 9th June, 1956; Charles Richard 
Proctor (450453), 28th June, 1956; Grahame George 
Cochrane Réadshaw (277657), 6th August, 1956; Peter 
Browne Rowland (277658), 3rd September, 1956; Colin John 
Schwartz (287496), 19th September, 1956. 


The following Air Cadets are appointed to a commission, 
30th June, 1956, with the rank of Flight Lieutenant: Ronald 
Neil Brown (015218), Langton Patrick Kelly (015255), Noel 
Frederick Langley (015256). — 


The following Air Cadets are appointed to a commission, 
provisionally, with the rank of Pilot Officer: Thomas Andrew 
Gabriel Torda (0211567), Graeme Warick Houghton 
(0211560), David Edmund Cooks (0229012), Geoffrey Joseph 
Long (0212338), Diarmid Ronald McKeown (0212644), 
Stewart Buckle Renwick (0212684), Barry John Way 
(0212682), 28th April, 1956; Justin Daniel Carey (015253), 
Leslie Bruce Johnson (0114714), Patrick Francis O’Dwyer 
(015258), David Leon Backstrom (015252), Geoffrey Thomas 
James Porter (015257), 30th June, 1956; Bruce William 
Thomson (041304), John Royal Casley-Smith (042358), 
Neville Elliot Washington (041305), 15th September, 1956. 

The provisional appointment of Pilot Officer B. Ebert 
(035279) is confirmed and he is promoted to the rank of 
Flight Lieutenant, 18th December, 1954. 


Flight Lieutenant R. P. Checcucci (0311661) is granted 
the acting rank of Squadron Leader, 6th June, 1956. 





Wedical Practice, 





NATIONAL HEALTH ACT. 


Tue following notice appeared in the Commonwealth of 
Australia Gazette, Number 7, of January 31, 1957. 


NaTIONAL HeattH Act, 1953-1956. 
Part IV: Pensioner Medical Service. 
Reprimand of Medical Practitioner. 


I, Donald Alastair Cameron, the Minister of State for 
Health, hereby give notice, in pursuance of sub-section (1.) 
of section 134A of the National Health Act, 1953-1956, that 
I have this day reprimanded Stephen Thatcher of 24 Ernest 
Street, Balgowlah, medical practitioner, following investiga- 
tion and report by the Medical Services Committee of 
Inquiry for the State of New South Wales established under 
section 110 of the National Health Act, 1953, concerning the 
conduct of the aforesaid medical practitioner in relation to 
his provision of medical services for pensioners and their 
dependants under Part IV. of the National Health Act, 
1953-1956, or under an arrangement made by the Director- 
General of Health under section 7 of the National Health 
Service Act, 1948-1949, and the National Health (Medical 
Services to Pensioners) Regulations. 


Dated this 2ist day of December, 1956. 


DonaLtpD A. CAMERON, 
Minister of State for Health, 
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Che Ropal Australasian College of 
Pbpsicians. 


EXAMINATION FOR MEMBERSHIP. 





INTENDING CANDIDATES for the examination for membership 
of The Royal Australasian College of Physicians, to be held 
in April-May, 1957, are reminded that applications for this 
examination close on Friday, March 15, 1957. The written 
examination will take place in capital cities where candidates 
are offering on Friday, April 12, 1957. The clinical examina- 
tion will take place in Brisbane on or about Thursday, May 
28, 1957. Only those candidates whose answers in the 
written examination have attained a satisfactory standard 
will be asked by the Censor-in-Chief to proceed to the 
clinical examination. 


Application forms may be obtained from the Honorary 
Secretary, 145 Macquarie Street, Sydney: ~ 





Australian Medical Board Proceedings. 





NEW SOUTH WALES. 





Tue following additions and amendments have been made 
to the Register of Medical Practitioners for New South 
Tpaens - accordance with the Medical Practitioners Act, 


Registered medical practitioners who have complied with 
the requirements of Section 17 (3) and are registered under 
Section 17 (1) (a) of the Act: Chani, Szmuel Henoch, M.B., 
B.S., 1955 (Univ. Melbourne); Goddard, Samuel James, M.B., 
B.S., 1950 (Univ. Melbourne); Nicks, George Rowan, O.B.E., 
M.B., Ch.B., 1937 (Univ. New Zealand), F.R.C.S. (Edin- 
burgh), 1942, F.R.C.S. (England), 1945, F.R.A.CS., 1949, 
Ch.M., 1953 (Univ. New Zealand); Souvlis, Lucas, M.B., 
BS., 1952 (Univ. Queensland); True, Frank Elliot 
Trenoweth, M.B., Ch.M., 1916 (Univ. Sydney). 


Registered medical practitioners who have complied with 
the requirements of Section 17 (3) and are registered under 
Section 17 (1) (b) of the Act: Phipps, Gilbert William, M.B., 
B.Chir., 1955 (Univ. Cambridge); Scudamore, Joseph Henry, 
M.B., Ch.B., 1951 (Univ. Bristol); Thomas, Ernest Morris, 
M.B., B.S., 1958 (Univ. London); Welton, Bertram Edward, 
M.R.C.S. (England), L.R.C.P. (London), 1939. 


Registered medical practitioners who have complied with 
the requirements of Section 17 (8) and are registered under 
Section 17 (1) (c) of the Act: Botskor, Zoltan; Lavrin, 
Leonide Mihailovitch; Wajnryb, Nelli; Wirth, Cecil. 


The following registered medical practitioners are required 
to complete twelve months’ hospital service in accordance 
with the provisions of Section 17 (3) of the Medical Prac- 
titioners Act, 1938 to 1956: Bobinskas, Mikas; Dimitriadis, 
Periclis; Lemech, Lubomyr. 





QUEENSLAND. 





THE following have been registered, pursuant to the pro- 
visions of The Medical Acts, 1939 to 1955, of Queensland 
(all having the qualifications M.B., B.S., 1955, Univ. Queens- 
land, unless otherwise stated): Cadden, Dougal John; Barte, 
Paul; Fraser, Hugh Barron; Muir, Henry Andrew; Cadzow, 
William Hamilton; Nasser, Malcolm Frederick; Mason, 
Donald Robertson; Free, Keith Edgar; Newell, Bruce 
Hamilton; Brown, Ronald Neil; Moo, Kenneth; Eadie, 
Mervyn John; O’Sullivan, Brian Timothy; Tait, Maxwell 
Stuart; Bourne, Robert George; Spalding, David Atcheson; 
Tuffiey, Robin Edward; Emmett, Anthony James Jephson; 
Lukin, Lionel Geoffrey; Kelly, Langton Edmund; McReddie, 
Isabel Mary; Harris, Trevor John; Webster, James Burston; 
Green, Robert; Readshaw, Grahame George Cochran; 
Nurcombe, Barry; Ryan, Robert Patton, M.B., B.S., 1953 
(Univ. Durham); Reid, Leslie Robert, M.B., B.S., 1956 (Univ. 
Sydney); Sutherland, John MacKay, M.B., Ch.B. (Univ. 
Glasgow), 1943, M.D. (Univ. Glasgow), 1950, M.R.C.P. 


(Edinburgh), 1951; Thompson, John Evlyn, M.B., B.S., 1955 
(Univ. Adelaide); McAuliffe, David Jeremiah, M.B., BS., 
1954 (Univ. Adelaide); Scrivener, Harry Reynolds, M.B., 
Ch.M. (Univ. Sydney), 1920; Barry, Grahame Maxwell, M.B., 
B.S., 1956 (Univ. Sydney). 

The following additional qualifications have been regis- 
tered: Duhig, John Taylor, M.C.P.A., 1956; Neill, Donald 
George, M.C.P.A., 1956; Shaw, Alixis, M.C.P.A., 1956; Hales, 
Francis Norman, M.C.P.A., 1956; Hynes, James Vincent, 
D.P.M. (Univ. Melbourne); Vandeleur, Kevin Walter, M.S. 
(Univ. Queensland), 1956. 

The following have been granted limited registration as 
medical practitioners, pursuant to Section 20 (3) of The 
Medical Acts, 1939 to 1955: Leung, Wai Piu, M.B., B.S. (Univ. 
Queensland), 1956; Douglas, Gerald Leslie, M.B., B.S. (Univ. 
Sydney), 1957; Misso, Neril Emiliani, L.M.S. (Ceylon Medical 
College). 





TASMANIA. 





Tum following have been registered, pursuant to the pro- 
visions of the Medical Act, 1918, of Tasmania, as duly 
qualified practitioners: Gardiner, Granville Theodore, 
M.R.C.S: (England), L.R.C.P. (London), 1951; Finlay, 
Donald Murray Logier, M.B. (Sydney), 1940. 


Ny 
<i 
—— 





Post-Graduate ork, 





THE POST-GRADUATE COMMITTEE IN MEDICINE IN 
THE UNIVERSITY OF SYDNEY. 





Course in the Basic Medical Sciences. 


Tue Post-Graduate Committee in Medicine in the 
University of Sydney announces that a course in the basic 
medical sciences will be held on Tuesdays and Thursdays at 
8 p.m. from April 9 to July 11, 1957, under the supervision of 
Dr. J. W. Graham. The fee for attendance is £15 15s. This is 
a short course embracing the subjects of anatomy, bio- 
chemistry, pathology, pharmacology and physiology. It is 
not intended to be a comprehensive review, but rather to 
present certain outstanding factors of these subjects. The 
selection of lecturers is largely based upon their particular 
interest. The purpose of the course is to provide a revision 
for established practitioners and to form an introductory 
basis for practitioners who may later present as candidates 
for the various specialist diplomas. 

Written application, with remittance enclosed, should be 
made at an early date to the Course Secretary, The Post- 
Graduate Committee in Medicine, 131 Macquarie Street, 
Sydney. Telephones: BU 4497, BU 4498. 


<i 
—_ 





Congresses. 





“SEVENTH INTERNATIONAL CANCER CONGRESS. 





Tum Seventh International Cancer Congress, sponsored by 
the International Union Against Cancer, will be held in 
London, England, from July 6 to 12, 1958, under the 
presidency of Sir Stanford Cade. Congress headquarters will 
be the Royal Festival Hall. There will be two main 
sessions of the Congress: (a) experimental, (b) clinical and 
cancer control. Special emphasis will be placed on hormones 
and cancer, chemotherapy, carcinogenesis and cancer of the 
lung. Proffered papers will be considered only if submitted 
with an accompanying abstract (not over 200 words) before 
October, 1957, and if dealing with new and unpublished 
work. 

The registration fee for the Congress will be ten pounds 
(thirty dollars), and the latest date for registration without 
late fee will be January 1, 1958. Registration forms and a 
preliminary me will be available early in 1957 on 
application to the Secretary-General, Seventh International 

cer Congress, 45 Lincoln’s Inn Fields, London, W.C.2, 


Can 
England. 
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INTERNATIONAL CONGRESS OF SPORTS MEDICINE. 





Tup eleventh International Congress of Sports Medicine 
was held at Luxemburg from May 380 to June 30, 1956. At 
the meeting of the executive committee of the Fédération 
internationale de médecine sportive, Australia was unanim- 
ously accepted as a member nation. 





INTERNATIONAL CONGRESS OF PHYSICAL 
MEDICINE. 





Tue second International Congress of Physical Medicine 
was held at Copenhagen from August 20 to 24, 1956. On 
August 23, honorary membership of the Danish Society of 
Physical Medicine was conferred upon several persons, 
including Dr. L. T. Wedlick, of Melbourne. 


_— 
— 


Mominations and Clections. 


Tue undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Wajnryb, Nelli, registered in accordance with the pro- 
visions of Section 17 (1) (c) of the Medical Practitioners Act, 
1938-1955, Queen Street, Campbelltown, New South Wales. 











The undermentioned have applied for election as members 
of the South Australian Branch of the British Medical 
Association: 

Robertson, Christopher Lumley, BS., qualified 
1956 (Univ. Adelaide), 214 Se onbumns Street, North 
Adelaide. 

Evans, Lloyd Lindsay Carey, M.B., B.S., qualified 1956 
(Univ. Adelaide}, 145 Goodwood Road, Goodwood, 
South Australia. 

Betheras, Frank Rex, M.B., B.S., qualified 1956 (Univ. 
Adelaide), 76 Statenborough Street, Erindale, South 
Australia. 

Daniels, Brian William, M.B., B.S., qualified 1956 (Univ. 
Adelaide), 9 Bolingbroke Grove, Toorak Gardens, 
South Australia. 

Smith, Donald Stevenson, M.B., BS., qualified 1956 
(Univ. Adelaide), 184 Fisher Street, Malvern, South 
Australia. . 

Chew, Chong Kan, M.B., B.S., qualified 1956 (Univ. 
Adelaide), 10 Sturdee Street, Linden Park, South 
Australia. 

Martin, Arthur Bruce, M.B., B.S., 1955 (Univ. Adelaide), 
14 Miller Street, Grovene, South Australia. 

Turner, Thomas William, M.B., BS., 1955 (Univ. 
Adelaide), 23 Esplanade, Tennyson, South Australia. 

McBachern, Rita Margaret, M.B., B.S., 1926 (Univ. 
Adelaide), 24 Tusmore Avenue, Leabrook, South 
Australia. 

Schwartz, Colin John, M.B., B.S., 1954 (Univ. Adelaide), 
Lincoln College, North Adelaide. 

Nicholls, Margaret Phillipa, M.B., B.S.,- 1942 (Univ. 
Adelaide), 27 Ferrers Street, Mount Gambier, South 
Australia. 

The undermentioned have been elected as members of 
the South Australian Branch of the British Medical Associa- 
tion: Anderson, John Brayton, M.B., B.S., qualified 1956 
(Univ. Adelaide); Bonner, Brian Christopher, M.B., B.S., 


qualified 1956 (Univ. Adelaide); Brummitt, Peter Elliott, 
M.B., B.S., qualified 1956 (Univ. Adelaide) ; Chambers, Gordon 
Manson, MB., BS., qualified 1956 (Univ. Adelaide); Cohen, 
Brian Garland Dunstan, M.B., BS., qualified 1956 (Univ. 
Adelaide); Gluyas, Maxwell ell Allan, M , BS., qualified 1956 
(Univ. Adelaide); Jose, John Salisbury, "MB., BS., qualified 
1956 (Univ. Adelaide); Leditschke, John Frederick, M.B., 
B.S., qualified 1956 (Univ. Adelaide); Lindsay, Thomas 
Bruce, M.B., BS., aT 1956 (Univ. Adelaide); McQuade, 
Joseph Aloysius, "MB. B.S., qualified 1956 (Univ. Adelaide); 
Ritenis, Indulis, M.B., "BS. 1956 (Univ. Adelaide); Schaeffer, 
—— M.B., B.S., qualified 1956 (Univ. Adelaide); Tucker, 

George, MB., B.S., qualified 1956 (Univ. Adelaide). 


Wedical Appointments, 


Dr. Ian A. Shumack has been appointed an Official Visitor 
to Lachlan Park Hospital, New Norfolk, Tasmania. 

Dr. Kevin F. Anderson has been appointed Medical 
Bacteriologist in the Institute of Medical and Veterinary 
Science, Adelaide. 

Dr. Eric Godfrey Hardy has been appointed Clinical 
Pathologist in the Institute of Medical and Veterinary 
Science, Adelaide. 








Deaths. 


Tue following deaths have been announced: 

O’REILLY.—Merrick Fletcher O’Reilly, on February 8, 1957, 
at Sydney. 

O’REILLY.—Vincent John O’Reilly, on February 10, 1957. 
at Sydney. 








Diary for the Month. 


Fes. 26. oe Wales Branch, B.M.A.: Ethics Com- 
mittee. 

Fre. 27 —Victorian Branch, B.M.A.: Branch Council. 

Marc 1.— Queensland Branch, B.M.A.: General Meeting 

MARCH 5.—New South Wales Branch, B.M.A.: Grpataiontson 
and Science Committee. 

MarcH 6.—Victorian Branch, B.M.A.: Clinical Meeting. 





- 
cn ame 


Medical Appointments: Important Motice. 


MempicaL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communtionted 
with the no! Secretary of the Branch concerned, 
with the Medical Secre tary of the British Medica} ‘Association, 
Tavistock Square, London, W.C.1. 


New South Wales Branch (Medical Secretary, 135 Macquarie 
Stree Lo ag All contract practice appointments in 
es. 


New 
pecres nd Branch (Honorary Secre House, 225 
oh T : + Ee iohene Medical 


Wickham Terrace, Brisbane, Bin)? 
ee Members accepting DGE appointments and 
ose desiring to accept a) aan Bae to any COUNTRY 
HOSPITAL or position outside Australia are advised, 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 
South Austratian Branch (Honorary Secretary, 80 Brougham 
North Adelaide): All contract practice appointments 
ay “South Australia. 











se 
<a 


Editorial Motices, 





Manvusceirts forwarded to the office of this journal cannot 
under any. circumstances be returned. Original articles for- 
warded for publication are understood to be offeréd to Tus 
er JOURNAL OF AUSTRALIA alone, unless the contrary be 

ated. 


wh = communications should be addressed to the a =ae 
or AusTRALIA, The Printing H 

Btreet, <, Giebe. B ‘New “South Wales. (Telephones: Mw 2661-2-3 ) 

Members and subscribers : are requested to motity the Manager, 


THe MEDICAL JOURNAL Australia, Seamer Street, Glebe. 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one 
month. e 
SUBSCRIPTION RatTEs.—Medical students and others. not 


receiving THE MuppICAL tata OF AUSTRALIA in virtue of 


Nat annum within the British Commonwealth o 
ations, and £6 . annum within America and foreig2 
countries, payable in advance. 
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